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WERSIpy 
Tonsillitis, phac¢Weitis 
quickly yield to 


ILOTYCIN 


(Erythromycin, Lilly) 


Temperature rapidly returns to normal; swelling and soreness 
readily subside. Notably safe and well tolerated. 


dosage: Usually, 250 mg. q. 6 h. Children, Y i | 
5 mg. per pound of body weight q. 6 h. « ll Y 
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Resistance of Common Urinary Tract Pathogens to CHLOROMYCETIN and Other Major Antibiotics* 
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for today’s problem pathogens 


Recent in vitro tests and clinical studies again demonstrate the 
unsurpassed efficacy of CHLOROMYCETIN (chloramphenicol, 
Parke-Davis) against a wide variety of pathogens. For example, 
against urinary infections, now characterized by increased inci- 
dence of resistant gram-positive and gram-negative strains, 
CHLOROMYCETIN continues to provide outstanding antibac- 
terial action.“ 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dys- 
crasias have been associated with its administration, it should not be used indis- 
criminately or for minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient requires prolonged or 
intermittent therapy. 
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THERAPEUTIC BILE 
for patients with liver and gallbladder disorders 














(A) Hydrocholeresis: 
Bile capillaries (rabbit 
liver) are filled with di- 
lute bile 15 minutes after 
i.v. injection of sodium 
dehydrocholate. 

(B) Untreated control. 


“Since bile of this nature and in this large output can 
flush out even the smaller and more tortuous biliary 
radicles, hydrocholeresis [with Decholin and Decholin 
Sodium] aids in removal of inspissated material and 
combats infection.” 


Decholin®— Decholin Sodi 


Decholin Tablets (dehydrocholic acid, Ames) 3% gr. AN 
(0.25 Gm.). Decholin Sodium (sodium dehydrocholate, Ames) AM 
20% aqueous solution; ampuls of 3 cc., 5 cc. and 10 cc. 


(1) Clara, M.: Med. Monatsschr. 7:356, 1953. (2) Brauer, R. W., and 
Pessotti, R. L.: Science 7/5:142, 1952. (3) Schwimmer, D.; Boyd, 
L. J., and Rubin, S, H.: Bull. New York M. Coll. 16:102, 1953. 
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fewer restrictions of activity are the benefit of prolonged use of 
those diuretics effective over the entire range of cardiac failure. 
The organomercurials—parenteral and oral—improve the 
classification and prognosis of your decompensated patients. 
Diuretics of value only in milder grades of failure, or which 

must be given intermittently because of refractoriness or side 


effects, are incapable of “upgrading” the cardiac patient. 


NEOHYDRIN 


(18.3 MG. OF 3-CHLOROMERCURI-2 
«-METHOXY-PROPYLUREA IN EACH TABLET) 


for “...a new picture of the patient in congestive heart failure.”* 
replaces injections in 80% to 90% of patients 
*Leff, W., and Nussbaum, H. E.: |. M. Soc. New Jersey 50:149, 1953. 
a standard for initial control of severe failure 
MERCUHYDRIN® SODIUM 


BRAND OF MERALLURIDE INJECTION 
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LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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WEIGHT FOR WEIGHT, 
THE MOST ACTIVE ANTI-INFLAMMATORY 
AGENT YET DEVELOPED 
FOR TOPICAL USE 





‘ALFLORONE’ 
| ACETATE | 


(FLUDROCORTISONE ACETATE, MERCK) 9 ALPHA-FLUOROHYDROCORTISONE ACETATE 


_ | 
\— a 








MOST EFFECTIVE. 
Therapeutically active in 1/10th the concentration of hydrocortisone (Compound F). 


MOST ECONOMICAL 
Superior spreading qualities—a small quantity covers a wide area. 


MOST ACCEPTABLE 
Most patients prefer the cosmetic advantages of this easy-to-apply, 
smooth spreading lotion. 











’ : : acer 4 
Supplied: Topical Lotion Alflorone Acetate: 0.17% < SHARP” 
and 0.25% in 15-cc. plastic squeeze bottles. Topical *©DOHM E) 
Ointment Alflorone Acetate: 0.1% and 0.25%, 5-Gm., Pay. cg 
15-Gm., and 30-Gm. tubes. DIVISION OF MERCK & CO., INc. 








WHEN WRITING ADVERTISERS PLEASE MENTION THIS JOURNAL 
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WE CORDIALLY INVITE YOUR INQUIRY 
for application for membership which affords 
protection against loss of income from accident 
and sickness (accidental death, too) as well as 
benefits for hospital expenses for you and all 
your eligible dependents. 








































LEDERLE 


POLIOMYELITIS | 
IMMUNE GLOBULIN /~ 





oe (human) 


For the modification 

of measles and the 

SINCE prevention or attenuation 
1902 of infectious hepatitis 

and poliomyelitis. 





LEDERLE LABORATORIES DIVISION 
AMERICAN Ganamid comPanY Pearl River, New York 





PHYSICIANS 
SURGEONS 
DENTISTS 








“Your Pioneer Surgical Supply Dealer.” 


We welcome you to our new home where you 
will find service and efficiency predominate. 

We deeply appreciate your past patronage and 
have spared no effort in making our new building, 
and of course our stocks as extensive as possible. 


Our location is for your greater convenience, op- 
posite Medical Square. Your Pioneer Surgical Supply 


$4,500,000 ASSETS . 
Dealer is always ready to serve you. 


$22,500,000 PAID FOR BENEFITS 


PHYSICIANS CASUALTY BLAIR SURGICAL SUPPLY, Inc. 


AND 2501 East Lee Phone 5-8282 
HEALTH ASSOCIATIONS 
OMAHA 2, NEBRASKA 


TUCSON, ARIZONA 


























for 


equanimity” mesenautenasia 


Sapplied: Tablets, 400 mg., botties of 48. 
1. L.S.: JAMA, 187:1594 
30) 198s. _ 


2. J.C.: JAMA, 181-1596 (April 
0) Ios. 


Meprobamate ac 


(2-methyl-2-n-propyl-1,3- propanediol dicarbamate) 


new anti-anxiety factor with muscle-relaxing properties 
relieves tension ae 
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eltra 


2.5 mg.—5 mg. 


Indications: 


* The Hydropathic Department 
devoted to the treatment of gen- 
eral diseases, excluding surgical 
and acute infectious cases. Special 
attention given functional and or- 
ganic nervous diseases. A well 
equipped clinical laboratory and 
modern X-ray Department are in 
use for diagnosis. 


* The Cottage Department (for 
mental patients) has its own fa- 
cilities for hydropathic and other 
treatments. It consists of small 
cottages with homelike surround- 
ings, permitting the segregation of 
patients in accordance with the 
type of psychosis. Also bungalows 
for individual patients, offering 
the highest class of accommoda- 
tions with privacy and comfort. 


GENERAL FEATURES 


1. Climatic advantages not excelled in United States. Beautiful grounds and attractive surrounding country. 
2. Indoor and outdoor gymnastics under the charge of an athletic director. An excellent Occupational Department. 
3. A resident medical staff. A large and well-trained nursing staff so that each patient is given careful individual attention. 


Information and circulars upon request. CITY OFFICES: 
Address: O. B. JENSEN, M.D. 
Superintendent and Medical Director SAN FRANCISCO OAKLAND 


LIVERMORE, CALIFORNIA 450 Sutter Street 1624 Franklin Street 
Telephone 313 GArfield 1-5040 GLencourt 1-5988 
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From virus to vermicularis 











. 
Terramycl nee proved effective against an amazing variety of pathogens — 


ranging from sub-microscopic viruses to large helminthic parasites; findings supported by scientific 
reports by thousands of physicians on millions of cases. “Supplied in convenient and palatable oral 
dosage forms as well as rapidly effective parenteral, topical and ophthalmic preparations. 


*BRAND OF OXYTETRACYCLINE /Phize: 
PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. \ i me 
~~ oe 
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NSITIZE 


. 
OLYSPORIN 


Do ndurt kroat-gpeclim thay 


For topical use: in % oz. and 1 oz. tubes, 


W 


S 
U 
P 


For ophthalmic use: in % oz. tubes. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥, 





WHEN WRITING ADVERTISERS PLEASE MENTION THIS JOURNAL 
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Hydeltra 


2.5 mg.—5 mg. 


+ vil Indications: 
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here’s A Sparkle 
to A Glass of Wine 


—That puts an answering sparkle into the eyes and 
appetites of your geriatric, post-surgical, sick and con- 
valescent patients. 

A glass of Port, Sherry, Burgundy, Rhine Wine 
whatever taste pleases your patient—can do wonders to 
add zest and bouquet to meals, even when appetite is at 


low ebb. 


Aside from these psychobiologic effects of wine, how- 
ever, there are physiologic effects of wine on the human 
host, which can also be significant in clinical medicine. 
A definitive literature on these actions is rapidly accumu- 
lating. 

The Wine Advisory Board has recently accumulated 


in a concise brochure the highlights of recent work in 


this field. 

Herein are reported the latest findings on the value of 
wine as a stimulant to flagging appetite, as an aid to 
digestion, as a vasodilator, as a daytime and night-time 
sedative. 

We will be glad to send you a copy of “Uses of Wine 
in Medical Practice” (at no expense, of course). Just 
write to: Wine Advisory Board, 717 Market Street, San 
Francisco 3, California. 
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For physicians who hesitate to use the older corticosteroids because of 

diminishing therapeutic returns and frequently predominating major 

undesirable side effects, METICORTEN with its high therapeutic ratio 

reduces the incidence of certain major undesirable side effects. 

@ minimizes sodium and water retention 

e minimizes weight gain due to edema 

@ no excessive potassium depletion \ 


e in rheumatoid arthritis, effective relief of pain, swelling, tenderness; 
diminishes joint stiffness 


e in intractable asthma, relief of bronchospasm, dyspnea, cough; 
increases vital capacity 


e clinical response even where cortisone or hydrocortisone ceases 
to be effective—“cortisone escape” 


e effective in smaller dosage 


BIBLIOGRAPHY ; 

(1) Bunim, J. J.; Pechet, M. M., and Bollet, A. J.: J.A.M.A. 157:311, 1955. (2) Gray, J. W., and 
Merrick, E. Z.: J. Am. Geriat. Soc. 3:337, 1955. (3) Boland, E. W.: California Med. 82:65, 1955. 
(4) Dordick, J. R., and Gluck, E. J.: J.A.M.A. 158:166, 1955. (5) Margolis, H. M., and othefs: 
J.A.M.A. 158:454, 1955. (6) Hollander, J. L.: Philadelphia Med. 50:1357, 1955. (7) Barach, A. L.; 
Bickerman, H. A., and Beck, G. J.: Dis. Chest 27:515, 1955. (8) Arbesman, C. E., and Ehrenreich, 
R. J.: J. Allergy 26:189, 1955. (9) Skaggs, J. T.; Bernstein, J., and Cooke, R. A.: J. Allergy 26:201, 
1955. (10) Schwartz, E.: J. Allergy 26:206, 1955. (11) Nelson, C. T.: J. Invest. Dermat. 24:377, 1955. 
(12) Robinson, H. M., Jr.: J.A.M.A. 158:473, 1955. (13) Herzog, H. L., and others: Science 12]:176, 
1955. (14) Perlman, P. L., and Tolksdorf, S.: Fed. Proc. 14:377, 1955. (15) King, J. H., and Weimer, 
J. R.: Experimental and clinical studies on Meticorten (prednisone) and Meticortelone (prednisolone) 
in ophthalmology, A.M.A. Arch. Ophth., in press. (16) Barach, A. L.; Bickerman, H. A., and Beck, 
G. J.: Clinical and physiological studies on the use of metacortandracin in respiratory disease. 
II. Pulmonary emphysema and pulmonary fibrosis, Dis. Chest, to be published. (17) Dordick, J. R., and 
Gluck, E. J.: Preliminary clinical trials with prednisone (Meticorten) in systemic lupus erythematosus, 
A.M.A. Arch. Dermat. & Syph., in press. (18) Goldman, L.; Flatt, R., and Baskett, J.: Assay technics 
for local anti-inflammatory activity in the skin of man with prednisone (Meticorten) and prednisolone 
(Meticortelone), J. Invest. Dermat., in press. 


METICORTEN,* brand of prednisone. 
*T.M. 








in 


roeumatoid arthritis, 


intractable asthma, rheumatic fever, nephrosis, certain skin disorders 
such as acute disseminated lupus erythematosus, acute pemphigus, extensive 
atopic dermatitis and other allergic dermatoses, and certain eye disorders 

















WETICORTEN 


PREDNISONE, SCHERING (metacortandracin) 


SCHERING CORPORATION BLOOMFIELD, NEW JERSEY 


uc-s-520 
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Hydeltra 






2.5 mg.—5 mg. 


aarenen Indications: 








Relax the best way 
... pause 


Time out for 
refreshment 
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in arthritis ° 
and . 

. 
allied disorders... B. 
nonhormonal anti-arthritic ad 


BUTAZOLIDIN 


(brand of phenylbutazone) 


relieves pain + improves function + resolves inflammation 


Employing the serum protein-polysaccharide ratio (PR) as an objective 
criterion of rheumatoid activity, it has again been shown that 
BUTAZOLIDIN “...produces more than a simple analgesic effect in 
rheumatoid arthritis." 


Clinically, the potency of BuTAZOLIDIN is reflected in the finding that 
57.6 per cent of patients with rheumatoid arthritis respond to the extent 


of “remission” or “major improvement.”? 


Long-term study has now shown that the failure rate with BUTAZOLIDIN 
in rheumatoid arthritis, and particularly in rheumatoid spondylitis, is 
significantly lower than with hormonal therapy.’ 

(1) Payne, R. W.; Shetlar, M. R.; Farr, C. H.; Hellbaum, A. A., and Ishmael, W. K.: J. Lab. & 


Clin. Med. 45:331, 1955. (2) Bunim, J. J.; Williams, R. R., and Black, R. L.: J. Chron. Dis. 
1:168, 1955. (3) Holbrook, W. P.: M. Clin. North America 39: 405, 1955. 


Butazoripin® (brand of phenylbutazone). Red coated tablets of 100 mg. 


BuTazouipiNn being a potent therapeutic agent, physicians unfamiliar with its use are urged 
to send for literature before instituting therapy. 


GEIGY PHARMACEUTICALS Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N. Y. 
sss In Canada: Geigy Pharmaceuticals, Montreal 
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The individualized formula is 
the foundation of the infant’s health 













and future well being 















Karo Syrup...a carbohydrate of choice 
in “milk modification” for 3 generations 


Ideal practice dictates periodic adaptation of the individualized 
formula to the growing infant rather than the infant to the 
formula. With Karo, milk and water in the universal prescription, 
the doctor can readily quantitate the best formula for the infant. 
A successful infant formula thus lays the foundation for early 
introduction of semi-solid foods in widening the infant’s spectrum 
of nutrients. 

Karo is well tolerated, easily digested, gradually absorbed at 
spaced intervals and completely utilized. It is a balanced fluid 
mixture of maltose, dextrins and dextrose readily soluble in fluid 
whole or evaporated milk. Precludes fermentation and irritation. 
Produces no intestinal or hypoallergenic reactions. Bacteria- 
free Karo is safe for feeding prematures, newborns, and infants 
—well and sick. 

Light and dark Karo are interchangeable in formulas; both 
yield 60 calories per tablespoon. 














CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4,N.¥. 4» 







Behind each bottle three generations 














1955 











Vol. 12, No. 11 ARIZONA MEDICINE 23A 


Colm, Related rv YHhwuke 
MEBARAL 





BRAND OF MEPHOBARBITAL 


hypertension 
hyperthyroidism 
convulsive disorders 
difficult menopause 
psychoneurosis 
hyperhidrosis 


for the hyperexcitability 
so often found in 


ME TEER 2 sh RRR 


md 


. 


be uty 
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Mebaral’s soothing sedative effect is obtained without significantly 
clouding the patient's mental faculties. 


Average Dose: 
Adults — 32 mg. to 0.1 Gm. (optimal 50 mg.), 
3 or 4 times daily. 


Children — 16 to 32 mg., 3 or 4 times daily. 











Tasteless tablets of 32 mg. (2 grain) 
50 mg. (% grain) 
“ . 0.1 Gm. (1% grains) 
fe Nid 0.2 Gm. (3 grains) scored. 


“WINTHROP 


L 





WINTHROP-STEARNS INC. New York 18, N.Y. 


ademark reg. U.S. Pat. Off 

















I wish I could 
afford a new 
X-ray unit 
right now 


bro is the way to bring your x-ray facilities 
up to date without knocking your budget out 
of kilter. 

The G-E Maxiservice Rental Plan puts modern 
x-ray apparatus to work for you . . . lets you serve 
your patients more efficiently with equipment de- 
signed for the latest technics. Through periodic 
replacement feature, you can keep your installatioa 


Progress ls Qur Most Important Product 


GENERAL @) ELECTRIC 


ARIZONA MEDICINE November, 1955 


G-E MAXISERVICE 


gives you the X-ray apparatus you 
need with no initial capital investment 






I solved that 
problem with 
the G-E 


rental plan 





always up to date . . . without “trade-ins.” 

One monthly rental charge includes repair parts, 
tubes, maintenance and local property taxes. It can 
be budgeted as operating expense against income 
from your installation. Your capital is not tied up 
in apparatus. 

Ask you G-E x-ray representative about the 
Maxiservice Rental Plan. 





Direct Factory Branch: 821 West Adams, PHOENIX 
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Staph. aureus (9,000X) 













‘ 
Strep. viridans (9,000X) Strep. faecalis (10,000X) 





E. coli (8,000X) K. pneumoniae (6,500X) 

















H. influenzae (16,000X) Aerobacter aerogenes ( 12,500X) 


susceptible to 
broad-spectrum 
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The VICEROY filter tip contains We believe this simple fact is one 
20,000 tiny filter traps, made through of the principal reasons why so 
the solubilization of pure natural many doctors smoke and recommend 
material. This is twice as many of VICEROY—the cigarette you can 
these filter traps as any other brand. really depend on! 











ONLY VICEROY GIVES YOU 





TWICE AS MANY OF 
THESE FILTER TRAPS AS 
ANY OTHER BRAND! 









P King-Si 
| i: VICEROY 


VICEROY & 










Filter Fi; 
Goseeene 3) World’s Most Popular Filter Tip Cigarette 
KING-SIZE Only a Penny or Two More 





Than Cigarettes Without Filters 
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1950 Cortone® 1952 Hydrocortone® 
1954 ‘Alflorone’ 1955 'Hydeltra' 


ELTRA sate 


(Prednisone, Merck) 5 mg. - 2.5 mg. - 1 mg. (scored) 








the delta-1 analogue of cortisone 


Indications: 
Rheumatoid arthritis 
Bronchial asthma 





nese kOe, ee Inflammatory skin conditions 





Now Available! 


IN ARIZONA 


PORTABLE OXYGEN UNIT 







26 pound system delivers oxygen un- 
der free flow. Demand or positive 
pressure. Allowing complete com- 
patability when oxygen is needed. 


For 


Asthmatics 

Coronary Conditions 
Respiratory Ailments 
Certain Sinus 


Obviously A Much Needed Emergency Product For 
Both Doctor and Patient 


For Free Demonstration contact 


ARIZONA OXYGEN EQUIPMENT 


312-A  £. Taylor ALpine 4-3663 
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“Premarin” relieves 


menopausal symptoms with 


virtually no side effects, and 


imparts a highly gratifying 


“Sense of well-being.” 





Foot-so-Port 
Shoe Construction 
and its Relation 
to Weight 
Distribution 
















@ Insole extension and 
of heel where support is most needed. 

@ Special Supreme rubber heels are longer than 
most anatomic heels and maintain the appearance 
of normal shoes. 

@ The patented arch support construction is guaran- 
teed not to break down. 

@ Innersoles are guaranteed not to crack, curl, or 
collapse. Insulated by a special layer of Texon which 
also cushions firmly and uniformly. 

@ Foot-so-Port lasts were designed and the shoe con- 
struction engineered with orthopedic advice. 

®@ Over nine million pairs of men's,women's and chil- 
dren's Foot-so-Port Shoes have been sold. 

@ By a special process, using plastic positive casts 
of feet, we make more custom shoes for polio, club 
feet and all types of abnormal feet than any other 
manufacturer. 


Write for details or contact your local FOOT-SO-PORT 
Shoe Agency. Refer to your Classified Directory 











Phone ALpine 4-4398 
FOOT-so-PORT SHOES 
25 South Ist Street 


PHOENIX, ARIZONA 














Foot-so-Port Shoe Company, Oconomowoc, Wis. 





“If You Care For Your Feet” 
Foot-So-Port Shoes Sold in Tucson At 


DEE’S COMFORT SHOE SHOP 
Phone 4-2981 


118 E. 10th Street — Tucson, Arizona 
(Across the Street from City Bus Depot) 
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Staph. aureus (9,000X) 





All of them are 
included in 

the more than 
30 organisms 
susceptible to 
broad-spectrum 
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when hormones 


/ 


are preferred therapy... 
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assure superior quality 
Schering’s high standards and quality control assure products of 


unchanging potency and purity for uniform action and clinical efficacy. 


minimal cost 


Manufacturing know-how and continuing research by Schering 


provide preparations of highest quality at minimum cost. 








specific 


androgen therapy 


anabolie 
in tissue wasting 


Oral: 10 and 25 mg. Buccal: 10 mg. 
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most: useful antibiotic for the 


most prevalent 
infections 


‘Llotycin’ 


(ERYTHROMYCIN, LILLY) 


‘Ilotycin’ kills susceptible pathogens of the 
respiratory tract. Therefore, the response is de- 
cisive and quick. Bacterial complications such 
as otitis media, chronic tonsillitis, and pyelitis 
are less likely to occur. 


Most pathogens of the respiratory tract 
are rapidly destroyed. Yet, because the coli- 
form bacilli are highly insensitive, the bacterial 
balance of the intestine is seldom disturbed. 


‘lotycin’ is notably safe and well toler- 
ated. Urticaria, hives, and anaphylactic reac- 


ELI LILLY AND COMPANY -« 





532179 


Over 96% of all acute bacterial 
respiratory infections 
respond readily 


tions have not been reported in the literature. 
Staphylococcus enteritis, avitaminosis, and 
moniliasis have not been encountered. 
Gastro-intestinal hypermotility is not ob- 
served in bed patients and is seen in only a small 
percentage of ambulant patients. 
Available as specially coated tablets, pedi- 
atric suspensions, I.V. and I.M. ampoules. 
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Quality /RESEARCH / INTEGRITY 


INDIANAPOLIS 6, INDIANA, U.S.A. 
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THE DIAGNOSIS OF HISTOPLASMOSIS AND 
COCCIDIOIDOMYCOSIS 


W. H. Oatway, Jr., M.D. 
Altadena, California 


Introduction 
NE should be allowed to abbreviate the term 


histoplasmosis and coccidioidomycosis to ‘histo’ 


and ‘cox’, since the words are so long and clumsy, 
and since the National Tuberculosis Association 
has given its seal of approval to the abbreviation 
‘TB. 

‘Histo’ and ‘cox’ are fungus infections which 
produce disease in a way, and of a type, similar 
to tuberculosis. The portal of infection, the 
primary lesions, later lung lesions, disseminated 
lesions, the x-ray appearance, the delayed skin- 
test reaction, the antibody formation, and the 
microscopic pathology are all similar to those 
of TB ... Each disease may also occur with 
TB... ‘Cox’ and histo’ complicate the study of 
lung disease, but make it more exciting, and re- 
quire eternal care and vigilance. We must con- 
stantly be medical detectives, and quite often 
we will have only circumstantial evidence of a 
crime, since the diagnostic methods are imper- 
fect and the clues do not persist. 

The two diseases differ in their relationship to 
California and the Southwest. ‘Cox’ is an “ex- 
port” disease. It originates here; few other 
places ‘grow’ it; and we share its effects with 
the whole country . . . ‘Histo’ is an “import” 
disease, since the American source is chiefly in 
the central United States. What we see in our 
offices and hospitals is the result of an emigra- 
tion of its victims from the east, and their appear- 
ance is both occasional and surprising. 


Read before the California Trudeau Society, Los Angeles, 
March 18, 1955. 
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Discussion of Coccodioidomycosis 

You know the major endemic areas of ‘cox’ 
which include the southern San Joaquin Valley 
in California, Southern Arizona, Mexico, and 
west Texas, plus edges of New Mexico, Nevada, 
and Utah . . . ‘Spotty’ endemic California areas 
include a portion north to Merced and Modesto, 
west to Santa Barbara and Ventura, and parts of 
San Diego, San Bernardino, Riverside, and (re- 
cently) Los Angeles counties. Reports indicate 
that cases have originated closer and closer to 
the heart of Los Angeles County . . . These are 
all arid or semi-arid areas. 

The causative organism is a fungus, coccidio- 
ides immitis. The terminology is prolix and con- 
fusing, but in general the fungus may live in two 
phases. The vegetative (or saprophytic) phase 
occurs in the soil, where the chief form is the 
chlamydospore. Cultures produce the same 
hyphal chlamydospores. They are light, blow 
easily, either in dust or from the culture, and are 
highly infectious for animals and man thru the 
respiratory tract . . . Almost all residents of an 
endemic area become infected, though one in- 
fection confers immunity. A few breaths of a 
windstorm may infect a transient in such coun- 
try ... Animals may be vectors and reservoirs, 
but to an unknown extent. The fungus lives in 
the soil for years. The parasitic form lives longer 
than the saprophytic form in soil experiments, a 
fact which may be of epidemiologic importance. 

The parasitic phase consists of a change from 
chlamydospores into sporangia (or spherules), 
which then develop endospores, mature, rupture, 
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and repeat the cycle . . . The two phases may 
persist independently without altering the char- 
acter of the fungus . . . It should be stressed that 
the spherules arrive in the soil by expectoration 
or excretion from the body. They develop hyphae 
in 1 to 2 days . . . The peak incidence of human 
infection is in the dusty seasons. Dust control 
helps cut the incidence. Spherules are said not 
to be contagious, and there is good evidence 
that man to man infection does not occur. How- 
ever, it has been shown to be possible in animals, 
and we must be suspicious of hard and fast 
credos . . . I believe that infectious precautions 
should be used to prevent spitting and soil con- 
tramination, and I believe such hazards are 
special reasons for segregation and resection of 
cavity cases. 

It is said that 75% of the initial infections are 
“subclinical”; 25% are “clinical”, with a varying 
amount of illness ;and only % to % per cent of 
the cases ‘disseminate’ thru the body in the white 
race .. . Darkskinned races tend to have endo- 
genous progression, and negroes disseminate 10 
times as often as whites . . . Dissemination is the 
great hazard, since there is a 50-60% mortality, 
and 100% mortality in fulminating cases. It is 
the result of a failure to focalize, and W. A. Winn 
says patients should be kept in bed until their 
lesions have focalized. 

Symptoms may begin 1 to 3 weeks after ex- 
poseure. Primary pulmonary lesions are self- 
limited, may have ‘flu’-like symptoms. Pulmon- 
ary infiltrates produce pain in about 80%, cough 
in 50%, fever in 60%, and arthralgia quite 
often. They usually last 2 weeks, though the 
patients may take months to convalesce. Sedi- 
mentation rates and the percentage of eosino- 
philes are elevated. A continued high sedimen- 
tation rate, a rising complement titer, and a loss 
of skin-test reaction suggest impending dissem- 
ination . . . In an endemic area, any malaise, 
bronchitis, fever, or x-ray shadow should be 
suspected. 

Coccidioidin is a very specific skin-test anti- 
gen (available from Cutter Lab.). One may test 
with dilutions starting at 1:100 and continue 
down to 1:10. Only at 1:10 dilution does cross- 
reaction with histoplasmin occur . . . The anti- 
gen is made from a culture, like tuberculin, and 
the skin-test is similar to the Mantoux. It de- 
velops 2 to 4 weeks after exposure. It persists for 
years .. . Erythema nodosum or multiforme are 


also ‘allergic’ phenomena, and occur in about 
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20% of the cases at the same time as the skin- 
test hypersensitivity. 

A complement fixation test also becomes posi- 
tive as sensitivity develops. It indicates an active 
or progressive disease when positive and, as an 
indicator of humoral antibodies, it is transient. 
When it is negative or low, in the presence of a 
lung lesion it is either of no help or indicates 
focalization. It is so specific that it is said there 
are no false positives ... The precipitation test 
indicates a recent infection, and supplements 
the complement fixation test to that extent. It 
does not persist long. 

Cultural tests are hazardous to lab-workers. 
Sputum tests are not needed if diagnosis can be 
made by skin-test or serology . . . Specimens from 
lesions produce positive cultures in 55%, and 
from cavitation the incidence may be more than 
90 per cent. 

X-ray findings are variable, but the disease in 
humans usually localizes, usually in the lungs. 
Winn says that the first lesion is a patch of pneu- 
monitis. Lesions in a group of soldiers included 
nodules, peri-bronchiel fibrosis, consolidation, 
hilar adenopathy (23% ), cavitation (8% ), pleur- 
al effusion (2.6% ), and nodular dissemination. 
The initial cavity is usually thin-walled and 
closes spontaneously, though persistent cavities 
are notoriously hick-walled . . . In the series 
quoted, 100% had a history of exposure, 30% 
had erythema nodosum, 85% had an x-ray lesion, 
80% had a positive skin-test, 86% a positive 
serology, 25% had excess eosinophiles, and 6% 
had a positive sputum. 

‘Cox and TB are concurrent enough so that 
Cotton could add his 24 cases to the 19 in the 
literature. He resected 9, of which 3 had posi- 
tive serology and 5 had c. immitis in the sputum; 
they all did well. Eight infants and 7 adults 
(not resected) were all positive for TB by cul- 
ture, and all but one were positive for ‘cox’ by 
serological tests and sputum culture. 

The general rule is that in dissemination oc- 
curs after the acute phase, or focalization, and 
that there is no recurrence after resection, but 
rare cases of each have been reported. 

The diagnosis of ‘cox’ is important not only be- 
cause of the health of the patient, and the public 
health, and our pride, but because of the medico- 
legal aspects which Levan has described. It is 
becoming a terrific compensation problem for 
insurance companies, the courts, the industrial 
commission, and industries. Patients have been 
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compensated for seven different categories of 
exposure. 
Discussion of Histoplasmosis 

‘Histo’ is a currently fashionable topic. It was 
first described from autopsies in Panama 50 years 
ago; it was shown to be caused by a fungus, in- 
stead of protozoa in 1934; the cultural character- 
istics were reported in 1941; and there were 
less than 200 proved cases by 1952. 

Cases have been reported in Central and South 
America, the Philippines, Java, South Africa, and 
England, with Panama well-known as a source. 
The chief North American endemic area en- 
circles the junction of the Ohio and Mississippi 
rivers, with a decreasing incidence of cases in 
widening circles. 

Definite facts about infection and disease are 
few. Several workers have found pulmonary 
calcifications in people with negative tuberculin 
reactions. The USPHS has made a “detective- 
like expose” since then. Furculow and Mantz 
tested 17,000 school children in Missouri with 
histoplasmin and found 72 symptom-free cases 
of ‘histo’. A Texas survey of children showed 
4.5% positive to tuberculin, 7% positive to histo- 
plasmin. No certain source was known for such 
cases . . . Recent reports have shifted from en- 
demics to epidemics. More than 20 epidemics 
have been described, and most of them care- 
fully studied by skin-tests, serology, chest films, 
and soil cultures. They occurred in the states 
near Missouri, but as far north as Wisconsin, east 
to New York, south to Texas, and west to the 
Dakotas. They involved groups as small as fami- 
lies, and as large as 35 soldiers. . . . ‘Histo’ is 
known as a rural disease, with more men affected 
than women, though one suspects that this may 
be due to a greater amount of exposure of men 
to a ‘reservoir’ in the soil. The fungus apparently 
has a mycelial form in nature, and a yeastlike 
ovoid form in infected tissues, where it is usually 
intracellular and stains best with P.A.S. (per- 
iodic-acid-Schiff ) stain. It selects the reticuloen- 
dothelial cells (or vice versa) and produces a 
granulomatous lesion which may caseate and 
then become encapsulated, calcify centrally, or 
arrely evacuate. The granuloma is somewhat 
like TB, ‘Cox’, brucellosis, sporotrichosis, kala- 
zar, and sarcoid. 

The mode of infection seems similar to that of 
TB and ‘Cox’. The ‘primary’ involvement may 
produce a varying amount of illness. A pul- 
monary lesion produces the lung and chest symp- 
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toms which one would expect in about 50° of 


the cases. Dissemination is to be feared, since 
it is highly fatal, but it is very rare. Old people 
are supposed to suffer most, and to have muco- 
cutaneous lesions, but since the ‘classic’ picture 
of routine generalized involvment is now said 
not to be so, we may have to change our concep- 
tion as we learn more. 

Claggett reported 20 cases of the disease from 
the Mayo Clinic. Nineteen were diagnosed by 
culture from a dozen tissue sites. Most had 
fever and fatigue; 14 had chest lesions; 7 had 
oropharynegeal, liver and spleen lesions; 6 had 
adrenal involyment; and 7 had peripheral node 


enlargement. There were 11 deaths since diag- 
nosis. Renal and adrenal lesions had the worst 
prognosis. 


Epidemics have regularly been found to be 
associated with histoplasma in specimens of soil. 
Random dirt samples on farms were 1.6% posi- 
tive but chickenyard dirt was 13.7% positive, 
and soil from bat caves, cowbarns, basements, 
and birdroosts was also highly contaminated . . . 
Dogs and rodents may develop the disease, but 
fowl rarely have infection or antibodies. Their 
role is uncertain. 

The lung lesion in endemic cases seem to 
have their own x-ray characteristics. Two-thirds 
of the 72 cases found in the large St. Louis sur- 
vey had sharply circumscribed nodules, and 25% 
had patchy irregular lesions. Occurrence of cal- 
cification is known to be central and to occur 
slowly. The older lesions often have a some- 
what ‘target’ appearance, with the density de- 
creasing from the ‘bullseye’ to he periphery . . . 
Another series of 65 cases had only 4 apical les- 
ions (like reinfection TB), and only 3 cavities. 

Skin-tests with histoplasmin are of uncertain 
value in individual cases. The test becomes posi- 
tive 2 to 4 weeks after infection. There were 
only sixteen positives in a series of 31 known 
chronic cases, but 94 of 95 acute epidemic cases 
had positive skin-tests. The answer must lie in 
the fact that anergy developes gradually during 
the 5 years after infection, and in many “dissemi- 
nated’ cases. The antigen is newly available 
from Parke Davis and Co. A standardized vol- 
ume is diluted by 1 cc. of diluent, and a single 
dose of 0.1 cc. is given intradermally. An indura- 
tion of 5 mm. or more is a positive reaction. 


Bacterial studies of sputa are rarely positive, 
and in one series only 1 of 20 cases had a posi- 
tive culture. Diagnosis can be made by biopsy, 
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but tissue cultures may help differentiate from 
toxoplasmosis, cryptococcus infection, Leishman- 
iasic, and one form of blastomyces. 

Complement fixation is also an equivocal test. 
It remains positive for about a year. Dilutions 
of 1:40 or more are significant, yet in 17 cases 
of lung disease proved by resection 9 were 
negative and 8 were positive in the range of 
from 1:5 to 1:30... There is also some cross- 
sensitivity with other fungus infections. 

Data on 34 resected cases showed that 28 
were male and 40% had lived in Panama. Thirty 
cases were skin-tested for ‘histo’, ‘cox’, and TB; 
7 were positive to all three, 3 were positive for 
the fungi, 13 were positive for ‘histo’ and TB, 6 
were positive only for ‘histo’, and one was posi- 
tive only to tuberculin. 

Thirty five ‘round focus’ lesions examined at 
the Army Institute of Pathology had no known 
cause in 8, TB in 6, ‘cox’ in 3, and histoplasmosis 
in 18. ‘Histo’ is a more than ordinarily consid- 
ered cause of such lesions . . . Other series of soli- 
tary dense lesions are found to have a neoplastic 
cause in 25 to 30 percent, and two recent re- 
ports on the value of the periodic acid-Schiff 
stain substantiate the findings of the Army study 
that ‘histo’ and ‘cox’ can be found by that method 
in a surprising percentage of cases. 

It would seem logical to be highly suspicious 
of any pulmonary symptoms and of all x-ray 
lesions until the etiology has been decided. One 
should push ahead to a diagnosis if at all pos- 
sible . . . Chemotherapy is apparently not yet 
effective, but better drugs can be expected and, 
when it seems legitimate, used in a controlled 
way ... Excisional surgery should be considered 
for destroyed or cavitative pulmonary lesions, 
and infectious disease precautions used until the 
potential source has been eliminated . . . There 
is bound to be better understanding of fungus 
diseases, even in the next year or so, and we can 
both profit and help. 
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HIRSUTISM 


A resume of etiology and current therapy. 


Joseph B. Raddin, M.D. 
Phoenix, Arizona 


Bnsunsm is not welcomed by any girl or 
woman at any age, particularly abnormal facial 
hair. She becomes less feminine and more mas- 
culine in many ways, none of which increases 
her charm nor makes her happy. The daily 
chore of making herself attractive becomes an 
unwelcome task a part of which is the nuisance 
of shaving face, leg, and body hair. Such abnor- 
mal hair growth is with few exceptions evidence 
of a hormone imbalance. No matter what the 
basic cause of the endocrine dysfunction even- 
tually proves to be, an absolute or relative ex- 
cess amount of 11-corticosteroids or other hor- 
mones secreted by the adrenal cortex or of tes- 
tosterone or of both, in conjunction with a rela- 
tively low serum estrogen level is the apparent 
factor which induces hirsutism in women (1) 
(2) (4). 
tn accurate diagnosis of the cause of this hor- 
sae imbalance in an individual is imperative 
. ¢tore medical or surgical therapy can be intel- 
¢ently prescribed. Study of thyroid and ova- 
rian function must be correlated with adrenal 
a4 anterior pituitary function tests before any 
taerapy is started. The longer the delay in 
scurting therapy or the longer the hirsutism has 
te» isted, the more difficult is its cure or control. 
‘(ne important point is that most women at any 
age can now be cured of hirsutism or the con- 
dition kept under reasonable control with hor- 
mone therapy now available. Any woman who 
has been obliged to shave daily is very grateful 
when her abnormal hair growth has been con- 
trolled. 

A list of the causes of hirsutism is here present- 
ed as an aid in the discussion of the problem: 
A. Ovarian 

1. Sub-normal ovarian function. 

2. Non-functioning ovaries — the true meno- 
pausal cessation of function. 

3. “Cystic” ovaries and polycystic ovaries. 

4. Malignant and other tumors of the ovary. 

5. Congenital absence of ovaries. 

B. Adrenal Cortex 

6. Congenital benign adrenal cortex hyper- 
plasia. 

7. Benign hyperplasia of the adrenal cortex. 


8. Benign adenoma of the adrenal cortex. 
9. Carcinoma of the adrenal cortex. 
C. Anterior pituitary 
10. Tumor, benign or malignant of the ante- 
rior pituitary gland. 
D. Medication 
11. Testosterone. 
12. Cortisone and ACTH. 
13. Estrogen. 
E. Surgical 
14. Hysterectomy. 
15. Removal of one ovary. 
16. Castration. 
F. Idiopathic 
G. Rare 
1. SUBNORMAL OVARIAN FUNCTION 

Fortunately for women in the period from 
adolescence until the climacteric poor ovarian 
function is the most frequent cause of the mild 
hirsutism frequently complained of to the family 
physician. Few physicians, parents or even hus- 
bands realize how many young women shave 
excessive hair growth on their legs. Many girls 
resent upper lip hair but do nothing about it. 
A considerable number shave regularly, a fact 
unknown by intimate friends and even their im- 
mediate family. 

A few have hair removed by electrolysis. 

Therapy regularly helpful to stimulate ovarian 
function and thus relieve hirsutism is thyroid 
extract grain % together with stilboestrol 0.1 
mg. daily. If some improvement is not noted 
in three or four months, stimulation of anterior 
pituitary, thyroid (16) and ovarian function 
with pregnant mare serum hormone, eg., Gona- 
dogen (Upjohn) regularly corrects mild hirsut- 
ism and other complaints. Response is slow but 
improvement continues for months. In younger 
girls cure is often attained. 

It is often difficult to prove whether there is 
deficient FSH or LH stimulation (or both) of the 
ovary. Inability of the ovary before the natural 
menopause to respond to adequate anterior pitui- 
tary trophic hormone stimulation is, in my opin- 
ion, rare. I prefer to state that abnormal thy- 
roid or adrenal cortex or both hormone secretions 
can block ovarian response to FSH and LH stim- 
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ulation by disturbing balanced anterior pituitary 
function. 
2. NON-FUNCTIONING OVARIES. 

Women in natural menopause who have gone 
into uneventful change of life uncomplicated by 
other endocrine pathology, are very commonly 
annoyed by excess chin and lip hair. There is 
now available a potent, long acting estrogen, 
Depo-Estradiol (Upjohn ), which is very effective 
in controlling hirsutism as well as many unwel- 
come menopausal complaints sometimes resis- 
tant to therapy with other estrogen, oral or in- 
jectable. It appears that in menopausal women 
absolute estrogen deficit in itself predisposes to 
excess facial hair growth perhaps because of the 
relative hormone imbalance between the adrenal 
and ovarian hormones. Even though the adrenal 
hormone blood level is normal, the serum estro- 
gen level in the true climacteric woman is regu- 
larly comparatively low. Since by definition the 
menopausal ovary is nonfunctioning due to nat- 
ural aging, substitution therapy using estrogen 
in amounts adequate to relieve the complaints is 
indicated. Stimulating therapy is not indicated 
because the ovary cannot respond to anterior 
pituitary trophic hormones. 

3. “CYSTIC” OVARIES AND POLYCYSTIC 

OVARIES. 

What constitutes a diagnosis of cystic and poly- 
cystic ovaries? (1) (11) (12) (13). Too many 
ovaries are removed or mutilated because one or 
several cysts smaller than a lemon are found on 
an ovary during laparotomy. Such cysts can be 
punctured and the ovary left alone. Isolated 
cysts larger than a lemon may be excised, but the 
ovary should not be removed. (17) 

Hirsutism, amenorrhoea and sterility are regu- 
larly associated with huge polycystic ovaries but 
rarely with the ordinary “cystic” ovary. Wedge 
resection of large polycystic ovaries (usually the 
procedure is performed on both ovaries) is a 
compromise with total removal and is justifiable. 
The operation may cause remission of symptoms 
for a few months in that menstruation may be re- 
sumed, but seldom is there much permanent im- 
provement. Such “mentsruation” is usually es- 
trogen withdrawal bleeding and does not become 
regularly cyclic. After several episodes of vag- 


inal bleeding amenorrhoea commonly recurs. 
The hirsutism and _ sterility generally persist. 
While surgical cure is rare, stimulating endocrine 
therapy following wedge resection is today worth 


trying. 


ARIZONA MEDICINE 





November, 1955 


Failure of ovulation (rupture of the mature 
ovarian cyst) which is possibly the cause of or- 
dinary “cystic” ovaries, might be due to lack of 
adequate anterior pituitary follicle stimulation 
hormone (FSH). Why the immature ovarian 
follicles fail to regress is unknown, but inade- 
quate luteinizing hormone (LH) _ stimulation 
could be a factor. It is now well known that 
there are four important anterior pituitary tro- 
phic hormones which must be secreted in ade- 
quate balanced amounts to insure radiant fem- 
inine health:— 

1. FSH which stimulates ovarian follicle 

growth and hence estrogen secretion by the 

ovary. 

. Luteinizing hormone (LH) which stimu- 
lates corpus luteum formation following 
ovulation following ovulation and hence se- 
cretion of progestin. 

3. Thyroid stimulating hormore (TSH) which 
stimulates the thyroid gland to convert 
serum iodine into thyroxine as measured by 
the serum protein-bound iodine procedure. 

4, Adrenal-cortico-trophic-hormone (ACTH) 
which stimulates the adrenal cortex to se- 
crete cortisone and the cortisone-like adre- 
nal steroid hormones. 

When a woman is suspected or known to be 
not ovulating, there is usually clinical evidence of 
inadequate FSH secretion as well as inadequate 
imbalanced secretion of one or more other ante- 
rior pituitary trophic hormones. Therapy should 
therefore logically be directed at creating bal- 
anced hormone secretion by stimulating ante- 
rior pituitary function thus returning the thyroid, 
adrenal cortex and ovaries to normal function 
and normal balanced secretion of their hormones. 
With the hormones and diagnostic procedures 
now available, much can be done to relieve the 
hirsutism, prevent “cystic” ovaries by correcting 
their cause and abolish other associated symp- 
toms. Basic therapy is the same as that for 
stimulating subnormal ovarian function. Therapy 
for polycystic ovaries following wedge resection 
is the same but in addition the suppression of 
excess ACTH secretion is usually a problem. 

4. MALIGNANT AND OTHER TUMORS OF 

THE OVARY. 

Rarely are tumors of the ovary encountered 
which masculinize a previously normal feminine 
woman by causing marked hirsutism, among 
other changes. This is an entirely different diag- 
nostic problem than those just discussed. All 


bo 




















Vol. 12, No. 11 


such masculinizing tumors of the ovary are not 
hopeless carcinomas. Therapy of malignant and 
other tumors of the ovary is prompt surgical re- 
moval about which there should be no contro- 
versy(1). 

5. CONGENITAL ABSENCE OF OVARIES. 

Congenital absence of both ovaries is rare 
but has been reported as a cause of hirsutism 
(14). 

6. CONGENITAL BENIGN ADRENAL COR- 

TEX HYPERPLASIA. 

Congenital benign hyperplasia of either or 
both adrenal cortical tissue in young girls is the 
most common cause of female pseudoherma- 
phroditism (8) (9). The individual seems to 
have been born a girl but her growth and sexual 
development make her masculine. Much can 
be done today for these unfortunate girls whose 
medical management is often difficult (10). Hir- 
sutism is only one of their problems. Therapy 
is preferably started before adolescence. The 
diagnostic difficulties are often great and since 
considerable expense is inevitable, the economic 
problem often prevents or delays diagnostic 
study and therapeutic measures. Delay may 
cause the condition to advance until confusion 
exists as to the actual sex of the individual. 
Then referral to the large teaching institutions as 
charity patients is sensible and often the only 
chance to make life bearable for her. 

7. BENIGN HYPERPLASIA OF THE 

ADRENAL CORTEX. 

Benign hyperplasia of the adrenal cortex in the 
mature woman is an uncommon cause of hirsut- 
ism and other complaints. (3) (4). Rarely is 
hirsutism alone the symptom for which a woman 
seeks relief. While severe degrees of hyper- 
plasia can usually be accurately determined, the 
mild degrees are difficult to detect. Laboratory 
measurements of serum steroid hormone levels 
are not generally available despite a tremendous 
amount of research (5). To quote Gardner, “.. . 
there is considerable evidence that the normal 
ovary produces androgen . . . as yet no adequate 
data seems to be available to indicate whether 
it is adrenal cortex or ovary that is hyperfunc- 
tioning in patients with idiopathic hirsutism. 
Improved techniques for the estimation of pitui- 
tary trophic hormones such as LH may provide 
the answer to the question.” 

The same problems of hormone assays for 
diagnosis are met in benign hyperplasia of the 
adrenal cortex as in idiopathic hirsutism. Blood 
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serum assays for estrogens, androgens and adre- 
nal cortex hormones which could be performed 
at reasonable cost by a local laboratory would 


be a tremendous help. 

It is now generally known that cortisone 
and chemically similar adrenal hormones given 
in adequate dosage to control the collagen dis- 
sease for which they are commonly used, will 
suppress ACTH secretion by the anterior pitui- 
tary. Such a condition is desirable as therapy 
for many medical purposes including benign 
hyperplasia of the adrenal cortex. Removing 
constant ACTH stimulation of the adrenal cortex 
sooner or later leads to partial or complete 
atrophy of the adrenal cortex which in itself is 
a potentially dangerous and at times a difficult 
condition to control. In an occasional severe 
form of hirsutism due to benign hyperplasia 
of the adrenal cortex such drastic medical ther- 
apy inight be justified. 

Total or sub-total surgical removal of both ad- 
renals can be successfully performed today but 
will probably seldom be done for benign adrenal 
hyperplasia solely to cure hirsutism (6). 

8. BENIGN ADENOMA OF THE ADRENAL 

CORTEX. 

Hirsutism may rarely be due to a benign ad- 
renal adenoma which causes the same clinical 
picture as Cushing's syndrome. Therapy is 
prompt surgical removal of the adrenal tumor as 
soon as the diagnosis can be accurately made. 
However, if tumor or carcinoma of the pituitary 
is causing adrenal cortex hyperplasia, no benign 
adrenal tumor will be found at operation. Ac- 
curacy in diagnosis is imperative to prevent use- 
less surgery (1) (4) (7) (15). 

9. CARCINOMA OF THE ADRENAL COR- 

TEX. 

When hirsutism and Cushing’s syndrome are 
due to carcinoma of an adrenal gland, early oper- 
ation is imperative. Such a growth can be pres- 
ent for months and not spread beyond the cap- 
sule of the adrenal gland. Fortunately, only one 
gland is usually involved. If surgery is not de- 
layed too long, the hirsutism and the cancer is 
often cured (7). Diagnosis is not as difficult 
as formerly (1) (4). 

An excellent comment on the differential diag- 
nosis of adrenal cortex pathology is ably sum- 
marized by Laidlaw et al., (4) which is quoted 
in its entirety:— 

“The clinical picture of hyperadrenocorticism 
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extends in a broad spectrum from Cushing's syn- 
drome at one end to adrenogenital syndrome at 
the other. When the patient presents one or 
more elements of Cushing’s syndrome, attention 
is focused on the adrenal cortex wherein may be 
found bilateral hyperplasia, adenoma or carci- 
noma. These lesions may be differentiated by 
the response of the urinary 17-hydroxycorticiods 
to ACTH. Patients with bilateral hyperplasia 
show a hyperactive response to ACTH; those 
with carcinoma do not respond. In three patients 
with adrenocortical adenoma, a normal response 
to ACTH was obtained; a fourth showed a hy- 
peractive response The degree of automy of the 
adenoma probably determines the response of 
the tumor to ACTH stimulation. 

“In contrast to Cushing’s syndrome, the viril- 
ization syndrome may be caused by a lesion in 
either the adrenal cortex or the ovary. In such 
cases, a course of cortisone administration is in- 
stituted. If a dramatic fall in urinary 17-keto- 
steroids occurs, the causative lesion is presumed 
to be bilateral adrenal hyperplasia. In the ab- 
sence of depression of 17-ketosteroid excretion, 
the lesion is considered to be either an adreno- 
cortical tumor or a lesion in the ovary. In these 
instances, pelvic laparotomy is first performed. 
In the absence of a responsible ovarian lesion, 
the adrenals are then explored.” 

10. TUMOR OF THE ANTERIOR PITUI- 
TARY. 

Cushing's disease is a comparatively rare dis- 
ease complex in which an anterior pituitary 
tumor causes an otherwise normal adrenal cortex 
to become hyperplastic. Cushing's disease pre- 
sents the same clinical picture as Cushing's syn- 
drome only the cause is different. Fortunately 
X-therapy to the pituitary growth is now regu- 
larly successful and surgical removal of the pitui- 
tary gland is less frequently indicated (15). No 
adrenal surgery is indicated since adrenal cortex 
function is normal, but the glands are hyper- 
plastic due to hypersecretion of ACTH by the 
anterior pituitary tumor. If irradiation is suc- 
cessful the adrenals resume normal function and 
the hirsutism and other symptoms of Cushing's 
disease gradually regress. 

11. ANDROGEN MEDICATION. 

When androgen medication is given to women, 
often in combination with estrogen for meno- 
pausal symptoms or osteoporosis, excess facial 
hair growth often soon becomes a problem de- 
spite relief from the complaint for which it was 
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administered. In such cases stopping the andro- 
gen, commonly testosterone, is imperative and 
sufficient to stop the hirsutism (1). 

12. CORTISONE AND ACTH MEDICATION. 

The facial hair growth and typical edema of 
the face which commonly follows therapy with 
cortisone tablets is well known and today is 
usually recognized promptly (7). This type of 
hirsutism usually regresses slowly when the 
ACTH or cortisone therapy is stopped. If the 
medication is resumed all the symptoms of Cush- 
ing’s syndrome will recur unless the dose is care- 
fully adjusted to individual needs. For the oc- 
casional patient who has great difficulty taking 
urgently needed cortisone or ACTH for some 
disease without causing hirsutism and other un- 
desirable side effects, other adrenal hormones 
are now available (3) which have a cortisone 
effect but are less likely to cause some of the 
complications. At times by combining an estro- 
gen with a bile acid and salicylates, a potentiat- 
ing effect is secured so that a smaller dose of 
cortisone is effective therapeutically. 

13. ESTROGEN MEDICATION. 

Large dosage of estrogen when functioning 
ovarian tissue is present will depress ovarian 
function by suppression of anterior pituitary 
FSH secretion. It is entirely analogous to corti- 
sone effect on adrenal! cortex function and thy- 
roid extract on thyroid gland function. Ovarian 
function depressed or abolished by estrogen 
medication may cause hirsutism or may aggra- 
vate any hirsutism already existing. It should be 
evident that estrogens are NOT helpful in ther- 
apy of hirsutism in mentruating women. Stimu- 
lating therapy IS helpful. 

14. HYSTERECTOMY. 

A young woman regularly notes the onset of 
facial hair following hysterectomy even when 
both ovaries have been retained. It is a clinical 
fact that hysterectomy alone depresses ovarian 
function in many women frequently causing 
menopausal-like symptoms for which estrogens 
are often mistakenly given. Therapy to stimu- 
late ovarian function is indicated. 

15. REMOVAL OF ONE OVARY. 

The common surgical practice to remove one 
ovary, while removing an appendix or performing 
other surgical procedure in a young woman be- 
cause of “cysts” is not an innocuous procedure. It 
accomplishes little or nothing constructive. Fol- 
lowing the operation all too frequently hirsutism 
and menopausal-like complaints become serious. 
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Even when hysterectomy has not been perform- 
ed, the remaining ovary is often unable to carry 
the burden without help from stimulating ther- 
apy. When both ovaries are present, response 
to therapy is more abundant health. 


16. CASTRATION. 

Estrogen substitution therapy is necessary 
if castration has been performed prior to the nat- 
ural menopause whether by surgery or irra- 
diation. Therapy is usually much more compli- 
cated and unsatisfactory in the young woman 
than the simple estrogen substitution therapy of 
the natural climacteric. Therefore, when, during 
laparotomy in the premenopausal woman, or- 
dinary “cystic” ovaries are found, it is suggested 
that the ovaries not be removed nor wedge re- 
section performed. Puncture the large cysts 
leaving the chocolate cysts and any patches of 
endometriosis not readily accessible. With medi- 
cal endocrine therapy now available or under 
investigation, many of these women can be re- 
turned to normal ovarian function. Such is pos- 
sible only when the ovaries have been retained. 
Castration is an irrevocable tragedy. Few of 
these women are psychoneurotic. Their com- 
plaints are truly problems of ill health due to 
hormone imbalance. 

F. IDIOPATHIC HIRSUTISM. 

The pronounced black facial and body hair 
growth commonly afflicting women of the Medi- 
terranean countries is possibly an idiopathic (1) 
or hereditary condition rather than an endocrine 
dysfunction. These women do not usually have 
a condition defined as hirsutism which is regular- 
ly encountered (5) with endocrine abnormali- 
ties. Some of these women can be helped by 
appropriate therapy. 

G. OTHER CAUSES OF HIRSUTISM are 
medical curiosities rarely encountered. 

Hirsutism is a complaint common to all these 
disorders. Some require prompt surgery. Others 
prolonged hormone therapy. An accurate diag- 
nosis is imperative and the various possibilities 
should be constantly kept in mind. Never dis- 
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miss a woman with the statement that nothing 
can be done to relieve her abnormal facial hair 
growth. Today much can be offered in the way 
of control or cure if only she will co-operate in 
the diagnostic procedures and can afford the 
hormone assays and therapy. 

In summary then, when hirsutism becomes an- 
noying at any age the chance of a woman having 
a carcinoma or tumor of an endocrine gland is 
relatively small. Hormone imbalances readily 
amenable to endocrine therapy cause. most hir- 
sutism. Today there is medication available 
which will cure or readily control the mild de- 
grees of obnoxious hair growth which common- 


ly annoy women. 
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SPINAL ANESTHESIA CAN BE SAFE* 
Nevin H. Rupp, M.D.°* 
Los Angeles, California 


2 

Seana. anesthesia can be safe if it is adminis- 
tered by a physician who is well versed in the 
fundamental principles of anesthesiology and 
has a basic knowledge of the anatemy and phy- 
siology of the central nervous system. He must 
be familiar with the pharmacology and dosage of 
the agents used and should be cognizant of the 
indications, contraindictions and complications 
of the method employed. This physician must 
finally be willing to minutely observe the patient 
from the time of induction to the end of the pro- 
cedure. These prerequisites for a safe spinal 
anesthesia are mandatory. 

A physician’s basic knowledge of the funda- 
mental principles of anesthesiology is not enough 
in itself to guarantee the safe conduct of a spinal 
anesthesia. He must honestly and sincerely put 
these principles into practice. For example, it is 
aot enough to know that a patent airway with 
adequate ventilation is necessary at all times. The 
physician must be astute enough to recognize 
minute degree of obstruction and depressed res- 
piratory exchange and then be technically com- 
petent to manupulate the mandible in such a way 
that a free and open passageway exists from the 
external nares through the pharynx and glottic 
opening into the trachea. Blithely going through 
the motions of holding up the chin without ac- 
complishing this objective is idiotic, tiring to the 
physician, and ultimately harmful to the patient. 
It is even worse not to recognize and correct the 
performance of this useless procedure. If the 
simple expedient of holding the chin does not 
create an open airway, then the physician must 
be able to properly insert a mechanical airway, 
be it metal, rubber or plastic. If the above does 
not suffice, then he may have to resort to the 
placement of nasopharyngeal or endotracheal 
tubes. The physician must both master the tech- 
nical dexterity to place all these artificial aids, 
and possess the intelligence to recognize whether 
these aids are performing the functions expected 
of them. The mere fact that an airway is in the 
mouth or an endotracheal tube has been inserted 
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does not in itself guarantee an open passageway, 
For instance, the base of the tongue may still be 
flush against the posterior pharyngeal wall due to 
slipping forward of the oral airway. Likewise, the 
endotracheal tube itself may become kinked or 
even inserted deep into a bronchus. These con- 
ditions must be recognized immediately and cor- 
rected. 

If one wonders why this fundamental demand 
for a patent airway is stressed as a prerequisite 
for safe spinal anesthesia, it is because most 
deaths under spinal anesthesia are due to asphy- 
xia. These deaths occur when the effects of pre- 
medication are so profound as to put the patient 
into surgical anesthesia, or when an intraventous 
barbiturate has been given to facilitate the intro- 
duction of the spinal needle or alleviate traction 
reflexes during the course of the operation. Any 
noisy breathing means obstruction and must be 
eliminated at once. Patients under the influence 
of depressant drugs are not merely snoring. They 
are obstructed. 

Asphyxia also occurs when the spinal anes- 
thesia level creeps cephalad and paralyzes the 
intercostal nerves. The phrenic nerves and me- 
dullary centers may also become involved. A 
fundamental principle of anesthesiology states 
that postoperative complications vary directly as 
the length of time of the operation and the depth 
of the anesthesia (or in spinal anesthesia, the 
height). Asphyxia associated with a high spinal 
well illustrates this law. Should the physician, 
even though aware of these basic truisms, be so 
unfortunate as to have asphyxia occur in his pa- 
tient, he must be prepared to administer artifi- 
cial respiration. This means that besides being 
able to establish a patent airway, he must be cap- 
able of ventilating the patient with. oxygen and 
maintaining a normal circulation at the same 
time. Cerebral damage or cardiac arrest is the 
price to be paid should the physician fail. 

A knowledge of the anatomy and physiology 
of the central nervous system, particularly the 
spinal canal and cord, is essential for the giving 
of safe spinal anesthesia. The physician should 
be familiar with the innervation of the part to be 
anesthetized. The nerve supply of any structure 
actually consists of three components — sensory, 














Vol. 12, No. 11 


motor and sympathetic. It is not always enough 
to get a somatic sensory level of anesthesia ade- 
quate for the skin incision if the visceral afferent 
sympathetics from the area are also to be stimu- 
lated. This duel innervation is particularly seen 
in lower extremity surgery where a tourniquet is 
employed and in hernia operations where there 
is marked traction on the spermatic cord. Stimu- 
lation, by a tourniquet, of the sympathetics ac- 
companying the blood vessels in a lower extrem- 
ity may cause extreme discomfort to a patient 
even though the spinal anesthesia has blocked 
out all incisional pain. Profound drop in blood 
pressure has occurred during a herniorrhaphy 
when traction has been applied to the cord even 
though the rest of the operation has been un- 
eventful under a supposedly adequate spinal an- 
esthesia. This is because the sympathetic nerves 
enter the cord at a higher level than the corres- 
ponding dermatomes. Thus a higher level of 
spinal anesthesia is required when the sypmathe- 
tics are involved. Likewise, the degree of me- 
dullation of spinal nerve fibers is important in de- 
termining the amount of drug taken up by these 
fibers. This in turn makes for a more or less pro- 
found spinal anesthesia. It is necessary to re- 
member that the dorsal or sensory roots lie in the 
posterior portion of the spinal canal while the 
motor or ventral roots emerge from the anterior 
portion of the canal. The preganglionic fibers 
of the sympathetic pathways arise in the inter- 
mediolateral horn of the gray matter of the thor- 
acic and upper lumbar cord. Since spinal anes- 
thetic drugs exert their effect not only on the 
roots but probably penetrate the cord as well, 
we can profitably apply this knowledge of ana- 
tomy to help accomplish a safe and satisfactory 
spinal anesthesia. The greatest concentration of 
the drug should be deposited on the dorsal roots 
and posterior portion of the cord with very lit- 
tle drug bathing the motor components. This 
deposition of drugs results in satisfactory anes- 
thesia and protects the patient from the danger 
of intercostal or vasomotor paralysis should the 
anesthetic level reach the thoracic segments. The 
curves of the spinal column and the presence of 
the dentate ligaments are important anatomical 
barriers to keep in mind as they effect the height 
to which the drugs may ascend. A knowledge of 
the angle of inclination of the spinous processes 
at various levels determines the ease with which 
a spinal tap is accomplished. 

The physiology of the central nervous system 
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is as important as its anatomy. Unless the phy- 
sician understands the functions of the autono- 
mic nervous system he will be at a loss to ex- 
plain the hypotension, bradycardia, constricted 
bowel, or epinephrine depletion of the adrenal 
gland in a patient under spinal anesthesia. For 
the same reason it is necessary to know the phy- 
siology of the cerebrospinal fluid, its site of form- 
ation, absorption, composition, amount, pressure, 
circulation, pH and specific gravity. For example, 
if one is not aware that the specific gravity of 
spinal fluid varies between 1.003 and 1.009, then 
one cannot make the proper selection of an anes- 
thetic drug with the optimum baricity (hyper, 
hypo, or isobaric ) in relation to the specific grav- 
ity of spinal fluid. The fact is well established that 
the more a patient is moved during the early 
phases of a spinal anesthesia the more chance 
there is of creating a hypotension. This can be 
eliminated by selecting an agent with the proper 
baricity which will immediately gravitate to the 
dorsal roots as the patient is being positioned 
for surgery. In this way the agent is “fixed” in 
the final operating position and no further turn- 
ing of the patient is necessary. Thus a minimal 
involvement of the motor and sympathetic com- 
ponents occurs. 

A physician should make no attempt to admin- 
ister a spinal anesthetic unless he is completely 
acquainted with the pharmacology and dosage of 
spinal anesthetic agents. It can only lead to 
disaster. Specifically, the physician should be 
aware that spinal anesthetic drugs have various 
chemical configurations and are for the most part 
nitrogenous derivatives, falling into an ester and 
a miscellaneous group. Knowing this he is bet- 
ter equipped to select an alternative drug should 
the patient give a history of a specific drug idio- 
syncrasy. The ester group is by far the largest 
and includes most of the drugs in current use 
today. They are procaine, tetracaine, and pip- 
erocaine. Drugs in the miscellaneous group are 
not esters but compound products. Dibucaine is 
an example of a drug of this classification and 
being a quinoline derivative, it has a different 
chemical configuration than procaiae and so can 
be used if there is a history ef procaine sensi- 
tivity. 

Selection and administration of the proper 
agent for the operation to be performed presup- 
poses knowledge of several factors, one of which 
is the position in which the patient will be plac- 
ed. Only in this way can a drug with the right 
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baricity be administered. A preoperative knowl- 
edge of the length of time it will take to do the 
proposed operation will help in determining the 
agents to be used, whether adrenalin should be 
added, or the continuous method employed. An- 
other factor to be considered is the dosage to be 
employed. This should be calculated by exact 
weight of the drug given, not by ampules. The 
dose should be considered as so many milligrams 
of tetracaine and not as one ampule or 2 cc. The 
solutions injected into the spinal canal should 
also be at an optimum pH otherwise precipita- 
tion occurs. If the solutions are not at the pro- 
per concentration, nerve damage ensues. Knowl- 
edge of the rapidity of action of the anesthetic 
drugs as well as the time of their fixation will 
determine when surgery can start and when it is 
safe to radically change the patient's position. 
Placing a patient in a steep Trendelenburg posi- 
tion before a hyperbaric spinal anesthetic has 
had time to set may be fatal. In general, it can 
be said that the level to which a spinal anes- 
thesia ascends depends on the following five 
factors: 

1. Baricity and position of the patient. 

2. Length of the spinal canal and anatomical 
variations in the normal spinal curvature. 

3. Volume of the anesthetic solution used — 
the larger the volume the higher the level 
of anesthesia obtained. 

4. Concentration of the agent. 

5. Rate of injection of anesthetic drug — the 
faster the injection, the higher the level. 

Knowledge of the average duration of action 

of anesthetic agents will help the physician to 
plan supplementation should the operation run 
over the estimated time. This knowledge should 
be augmented with the further knowledge that 
the sensory fibers are the first to be anesthetized 
and the last to recover. The sympathetic fibers 
are the next to be involved and may recover 
either second or first. The motor fibers are 
the last to be affected and are usually the first to 
recover. This information is of practical import- 
ance in the administration of a continuous spinal 
where supplemental doses must be given before 
the spinal anesthesia wears off. When this does 
occur, it is often difficult to reestablish a satis- 
factory level of anesthesia and larger dosages of 
supplemental drugs are required. Because of the 
effect of the agents on the motor and sympatheic 
fibers, one can be on the alert and recognize the 
return of motor tone, perspiration, rise in blood 
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pressure, and restlessness as precursors to the re- 
turn of sensory activity. Appropriate action can 
then be taken before a crisis occurs. It is also 
well to know that spinal anesthesia wears off 
from above downward. The perineum is the last 
dermal area to recover. 

With this basic information at hand the physi- 
cian should now consider the indications and 
contraindications for a spinal anesthesia and 
then weigh the advantages obtained from its ad- 
ministration against the complications that can 
occur. In general it can be said that unless there 
is a definite contraindication (these will be dis- 
cussed later) against spinal anesthesia, this meth- 
od can safely be used for anyone. Where there is 
a choice of several methods of anesthesia, certain 
relative indications for a spinal technique make 
this the method of choice. The indications can 
be listed as follows: 

1. All operations below the umbilicus unless, 
as mentioned above, there is a definite contraindi- 
cation to spinal anesthesia.—This does not mean 
that spinal anesthesia cannot be used for opera- 
ions in the upper abdomen, chest, or even the 
neck. It has been used, and quite satisfactorally, 
for thoracoplasties and even thyroid surgery. It 
does mean that when the level of anesthesia as- 
cends above the umbilicus the complications are 
increased and the safety factor is decreased. So, 
unless one can justify the added risk, it is much 
wiser to confine spinal anesthesia to lower ab- 
dominal and extremity operations. 

2. Patients in whom difficulty in maintaining 
an airway is anticipated.—In these cases it is ex- 
pedient to have the patient responsible for his 
own respiratory ventilation. This situation can 
occur with patients in bizarre operaing positions 
or when, because of an anatomical anomaly or 
pathological process, it is impossible to pass an 
endotracheal tube. If the operative site is be- 
low the umbilicus in these patients then spinal 
anesthesia may be more efficacious than an inhal- 
ation or intravenous anesthesia. 

3. Relaxation. — Even though spinal anes- 
thesia may give maximal relaxation this is a rela- 
tive indication, as satisfactory relaxation can also 
be obtained with curariform drugs. Spinal anes- 
thesia in addition to relaxing the abdominal mus- 
culature also constricts the intestines, thereby 
allowing more operating room in the abdominal 
cavity. 

4. Presence of liver or kidney disease.—Spinal 
anesthesia causes no significent change in liver 
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function and does not affect glomerular filtration, 
tubular reabsorption, or urinary secretion unless 
hypotension or hypoxia are permitted to super- 
vene. 

5. Presence of certain metalolic diseases, such 
as diabetes.—There are no significant blood chem- 
ical changes under a well-managed spinal anes- 
thesia. The carbon dioxide content of the blood 
is unchanged if respiration is not depressed. 
Likewise, the carbon dioxide combining power 
is not affected and the blood glucose is unaltered. 

6. Presence of explosion hazards.—Spinal anes- 
thesia allows the use of cautery and electrical ap- 
pliances during surgery. 

As can logically be seen, the advantages of 
spinal anesthesia depend on the absence of any 
contraindications. Contraindications are either 
absolute or relative. The only absolute contrain- 
dication is infection at the site of the lumbar 
puncture. It is obvious that no physician would 
deliberately introduce infection into the spinal 
canal. 

The relative contraindications are: 

1. Debilitation and shock.—The presence of a 
low blood volume in these cases makes spinal 
anesthesia dangerous. If hypovolemia is com- 
pensated and the involvement of the sympathetic 
component corrected, then spinal anesthesia can 
be given relatively safely. A continuous or frac- 
tional administration of spinal agents in these 
cases allows for better control. 

2. Presence of severe hypertension or hypo- 
tension.—Here again it is not the spinal drugs 
themselves that are dangerous but the inability 
of the physician to manage the circulatory affects 
the agents produce by their action on the sympa- 
thetics. 

3. Extremes of age and very apprehensive 
patients.—Although spinal anesthesia has been 
administered to all age groups, one must be 
aware that the very young and very old, like the 
apprehensive patient, may be psychically unsuit- 
ed for this method. It is folly to administer a 
spinal anesthesia unless rapport exists between 
the patient and the physician. 

4. Presence of respiratory disease.—Spinal anes- 
thesia does not decrease the incidence of post- 
operative pulmonary complications and in some 
instances may increase their number. Partial in- 
tercostal paralysis resulting from a high spinal 
may well set the stage for an atalectasis. In 
patients with marked pulmonary secretions, an 
inhalation endotracheal technique can be em- 
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ployed for the primary purpose of performing a 
tracheal toilet. 

5. Presence of intraspinal lesions or infections— 
If the pathological process in a spinal cord is ar- 
rested, as in post-poliomyelitis or traumatic 
transections, the administration of spinal anes- 
thesia will do no further damage. If the spinal 
tap is purulent or persistently bloody, anesthetic 
drugs should not be injected. 

6. Intestinal obstruction. — Since there is in- . 
creased activity, tone and constriction of the 
bowel following administration of spinal anes- 
thesia, perforation of a distended loop of gut 
adjacent to a mechanical obstruction can result 
when this method is used. Conversely, an ady- 
namic ileus may be cured by spinal anesthesia. 

In contemplating the administration of spinal 
anesthesia, the physician should be alert to the 
complications that can occur. These fall into 
two categories — the immediate and the de- 
layed. The immediate reactions consist of: 

1. Bloody spinal tap. — A bloody tap may be 
an indication of intrinsic central nervous system 
pathology or evidence of traumatic insertion of 
the spinal needle. If due to the latter cause, 
the spinal fluid will usually clear readily and it 
will be safe to administer the anesthetic drug. 
Should the bleeding persist, it is wiser to aban- 
don the procedure and use some other method 
of anesthesia. The presence of an excess of 
blood in the canal may result in an unsatisfac- 
tory anesthesia because of the altered pH and 
specific gravity of the spinal fluid. 

2. Too high an anesthetic level. — If inter- 
costal paralysis occurs, resuscitative measures 
must be employed until the effects of the agent 
are dissipated. As mentioned above, these meas- 
ures consist primarily of administration of oxy- 
gen under pressure, and fluids to maintain nor- 
mal circulating volume. Atropine may be indi- 
cated to counteract some of the vagal effects 
that occur when the cardio- accelerator fibers are 
involved due to a high level of spinal anesthesia. 

3. Hypotension. — This is usually associated 
with a high anesthetic level and is accompanied 
by peripheral vasodilation and bradycardia. It 
thus differs from shock which presents peripheral 
vasoconstriction with tachycardia. The use of 
a vasoconstrictor agent prior to administration of 
a spinal anesthesia will often prevent the imme- 
diate spinal hypotension, which of itself is not 
harmful if the hypotension is not too low nor 
excessively prolonged. Hypotension can easily 
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be converted into shock by unrecognized blood 
loss or sustained traction reflexes. Hypotension 
during spinal anesthesia should be recognized 
for what it is and appropriate treatment insti- 
tuted. 

4, Nausea and vomiting. — This complication 
can occur at any time during the course of spinal 
anesthesia and from a variety of causes. Trac- 
tion reflexes, hypotension with hypoxia, appre- 
hension, and drug reactions have all been impli- 
cated. Proper treatment depends on a correct 
interpretation of the etiology. 

Delayed complications are: 

1. Cephalgia. — not every headache occurring 
after spinal anesthesia is caused by the anesthe- 
sia. Postspinal headache is a typical and distinct 
entity. It is probably due to decreased intra- 
spinal pressure from leakage of spinal fluid 
through the opening made by the spinal needle 
in the dura. This complication is the most pre- 
valent reaction occurring after spinal anesthesia 
and can at times become incapacitating. Treat- 
ment is aimed at correcting intraspinal pressure. 
The incidence of spinal headache can be re- 
duced by paying attention to the following de- 


tails: having the patient well hydrated before 
operation, meticulous attention to the lumbar 
puncture, prevention of extreme hypotension, 
and the use of oxygen during the operation. 
Even without treatment all postspinal headaches 


will eventually disappear. The cause of other 
postoperative headaches should be searched for 
and eliminated. 

2. Meningismus. — Some patients will com- 
plain of stiffness or pain upon flexing the neck 
after a spinal anesthesia. Mild changes in the 
spinal fluid may be found but a culture is nega- 
tive. Headache is usually present. These symp- 
toms are self-limited. 

8. Meningitis. — This can either be a pachy- 
meningitis or leptomeningitis. A frank, purulent, 
specific meningitis can occur and must be dif- 
ferentiated from a meningismus if appropriate 
treatment is to be instituted. 

4. Nerve injuries. — Abducens palsy has been 
seen following spinal anesthesia as well as after 
administration of other types of anesthesia. 
Cauda equina syndromes have occurred and 
paresthesias in other specific nerves have been 
reported. 

5. Paraplegia and quadraplegia. — These most 
dreaded complications are probably on a chem- 
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ical basis and are caused by physiological tran- 
section of the cord by contaminents in the anes- 
thetic solutions used. Prevention of contamina- 
tion is the only answer to this problem. 

6. Backache. — The local tissue trauma and 
hematomas resulting from the unskilled inser- 
tion of a spinal needle are, in many instances, 
responsible for this complication. The stretch- 
ing of ligaments and muscles when placing pa- 
tients in adverse positions under spinal anes- 
thesia may also account for many of these com- 
plaints. 

7. Hysteria and malingering. 

Everything that has been discussed so far to 
make spinal anesthesia safe can be found in 
standard textbooks.(1,2,3) The final safeguard 
to secure the safe conduct of spinal anesthesia 
lies within the physician himself. It is the will- 
ingness to stay with the patient throughout the 
operation and minutely observe and correct any 
changes in the patient’s physiology before these 
conditions progress and result in catastrophe. To 
do otherwise is gross negligence with all its ugly 
implications. 

SUMMARY 

An attempt has been made to present the 
factual knowledge necessary for any physician 
to have if he wishes to perform safe spinal anes- 
thesia. A plea is entered to have this physician 
stay with the patient throughout the procedure 
rendering minute to minute care until the opera- 
tion is completed. In conclusion it is well to 
remember that a spinal anesthesia is only as safe 
as the knowledge and ability of the physician 
administering it. 
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to painful stimuli only on the left side. The eyes 
were roving, and he seemed unable to see to the 
right. The pupils did not react. There was right- 
facial weakness and flaccid paralysis of the right 
arm and leg. The patellar, Achilles and radial re- 





The Case History in this discussion is selected 
from the Case Records of the Massachusetts Gen- 
eral Hospital, and reprinted from the New England 
Journal of Medicine. The discussant under Differ- 
ential Diagnosis is a member of the staff of the 
Massachusetts General Hospital. The other dis- 
cussants are members of the Phoenix Clinical Club. 


MASSACHUSETTS GENERAL 
HOSPITAL 


PRESENTATION OF CASE 37442 











A forty-seven-year-old man was admitted to the 
hospital in an unresponsive and incoherent con- 
dition. 

One week prior to admission he began to com- 
plain of general malaise. On the following day 
he developed a severe cough productive of large 
amounts of rusty sputum and subsequently be- 
gan to vomit ingested food. Shortly after this 
he had a number of shaking chills and began to 
feel very warm, as though he had a “fever.” He 
remained coherent and active, although the 
cough, fever and vomiting were unchanged. 
Three days prior to admission it was noted that 
he was less responsive and that he used his right 
arm and leg with considerable difficulty. Be be- 
came incontinent of urine and feces. A diagnosis 
of lobar pneumonia was made and he was started 
on intramuscularly administered _ penicillin. 
Shortly thereafter the coughing and vomiting 
subsided. However, the patient became prog- 
ressively more drowsy, and twelve hours before 
admission he become totally unresponsive. It 
was noted that his respirations were rapid and 
accompanied by many crackles and bubbles. 

For many years the patient had “bronchial 
trouble,” with a mild cough. One year prior to 
entry he had bronchopneumonia with an appar- 
ently uneventful recovery. For many years he 
had consumed large quantities of alcohol daily. 

Physical examination revealed a sallow, semi- 
comatose man propped up on pillows, with rapid 
bubbling respirations. The neck veins were flat. 
The heart was negative. There were coarse inspir- 
atory and expiratory rales and rhonchi through- 
out both lung fields but no definite dullness. 
‘There was moderate clubbing of the fingers. 
There was no edema or cyanosis. He responded 


flexes were equal and active. The triceps and 
biceps reflexes were slightly more active on the 
left. Plantar reflexes were flexor. 

The rectal temperature was 103.6°F., the pulse 
120 and the respirations 40. The blood pressure 
was 150 systolic, 90 diastolic. 

Urinalysis was negative except for a x albumin. 
A urine culture and smear were negative. Exam- 
ination of the blood showed a white-cell count 
of 14,800, with 84 per cent neutrophils and a 
hemoglobin of 12 gm. A sputum smear revealed 
gram-positive cocci and gram-negative cocci, di- 
plococci and rods. A throat culture showed 
abundant growth of alpha-hemolytic streptococci 
and moderate growth of catarrhalis. On lumbar 
puncture the initial pressure of the spinal fluid 
was equivalent to 220 mm. of water and the final 
pressure equivalent to 160 mm. of water. The 
fluid was cloudy yellow, and contained 7500 
white cells per cubic mm., with 92 per cent neut- 
rophils. The total protein was 1040 mg. per 100 
ce., the chlorides 102 milliequiv. per liter and the 
sugar 37 mg. per 100 cc. The colloidal gold 
curve was 5555555555 and the spinalfluid Hin- 
ton test negative. Cultures of the spinal fluid 
grew Staphylococcus albus and B. subtilis. An 
x-ray film of the chest showed a clear right lung 
field and considerable density in the left upper 
lobe and probably in the lower lobe as well. A 
round shadow approximately 4 by 3 cm. was 
present at the level of the hilus. The heart was 
not enlarged. 

The patient was started on streptomycin, peni- 
cillin and digitalis. Examination on the second 
day showed the following additional findings. 
The neck was stiff; there was pain on movement 
and a positive Kernig sign. The pupils now re- 
acted to light. Eye movement to the left was 
normal, but to the right there was not only im- 
pairment of gaze but there was also a lack of 
conjugate movement, with the adducting eye not 
moving as far to the right as the abducting eye. 
The right plantar reflex was extensor and the 




















Which is today's most widely prescribed broad-spectrum 
antibiotic? 
ACHROMYCIN — it's first by many thousands of 
prescriptions. 


What are some of the advantages of ACHROMYCIN? 


Wide spectrum of effectiveness. 
Rapid diffusion and penetration. 
Negligible side effects. 





Exactly how broad is the spectrum of ACHROMYCIN? 


It has proved effective against a wide variety of 
infections, caused by Gram-positive and Gram-negative 
bacteria, rickettsia, and certain viruses and protozoa. 


In what way are ACHROMYCIN Capsules advantageous? 


For rapid and complete absorption they are dry-—filled, 
sealed capsules (a Lederle exclusive!) No oils, no 
paste...tamperproof. 





Who makes ACHROMYCIN? 


A. It is produced — every gram — under rigid quality 
control in Lederle's own laboratories and is available 
only under the Lederle label. 
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left flexor. On lumbar puncture the spinal fluid 
was under a pressure equivalent to 230 mm. of 
water and contained 3500 white cells per cubic 
mm. The total protein of the fluid was 220 mg. 
per 100 cc., the chloride 118 milliequiv. per liter 
and the sugar 41 mg. per 100 cc., Culture of the 
fluid showed no growth. On the third day the 
spinal fluid was turbid and contained 1900 white 
cells per cubic mm., with 90 per cent neutrophils. 
By the sixth day the spinal fluid was clear and 
subsequently never contained more than 150 
white cells per cubic mm. Physical findings re- 
mained unchanged, with the temperature rang- 
ing from 100 to 103°F. On the eleventh day the 
temperature rose to 105°F., the coma deepened 
and patient died quietly. 


DR. JOHN A. EISENBEISS 

The diagnostic problem today is that of a pri- 
mary pulmonary disease with a cerebral compli- 
cation in a 47 year old alcoholic male. The his- 
tory and findings are those of chronic pulmonary 
disease (the clubbing of fingers) with an acute 
exacerbation of pulmonary infection. I will as- 


sume that the patient had bronchiectasis with a 
pulmonary abscess, pneumonia, and spread of in- 


fection through the central nervous system. 

A few comments in regard to incidence of cen- 
tral nervous system complications of pulmonary 
disease: Of 40,000 autopsies done at the Los An- 
geles County General Hospital, 135 had meta- 
static brain abscesses; 65 were incident to disease 
of the lungs or pleura; 20 endocarditis; 7 septi- 
cemia; 5 liver and gall bladder infections; 3 sub- 
diaphragmatic abscesses; 3 urinary tract infec- 
tion; 3 infected spina bifida; 2 pelvic infections; 
2 accessory nasal sinuses 2 tonsils; 1 each of 
teeth, face, esophagus and appendix; 1 incident 
to peritonitis; 17 were of unknown primary ori- 
gin. 70 of these cases were single metastatic ab- 
scesses; 65 of the 135 were multiple. 

With respect to location, the most common 
location was occipital and frontal, next parie- 
tal, (3) rarely, temporal, cerebellar, or brain 
stem, in location. In another series of 127 
cases of cerebral abscess 558 were incident to 
bronchiestasis; 35 to empyema; 11 to purulent 
bronchitis; and 5 lung abscess. The age inci- 
dence of some 446 cases: 0-11 age years, 11%; 
11-20 age years, 26.5%; 21-30 age years, 26.5%; 
21-30 age years, 26.5%; 31-40 age years, 16.6%; 
41-50 age years, 10.5%. The incidence as to sex 
in 576 cases: male, 389; female, 189. 
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Bacteriology and abcesses: The most common 
organisms are _ streptococcal, pneumococcal 
and stapyhlococcal, in that order. Therefore, if 
the impression of bronchiestasis and lung abscess 
is correct, the sex and age and location of this 
patient’s brain abscess fit into the quoted statis- 
tics. 

Neurologically, the patient had findings of a 
temporal isthmus lesion involving I assume, his 
major side, in that the patient was very likely 
right-handed, although this information is not 
given in the chart. The temporal isthmus is an 
area of white matter bounded by the vestibule 
of the lateral ventricle, laterally and anteriorly 
by the insula and posterior third of the temporal 
lobe. Through it run the fibers of the left occi- 
pital lobe for visual interpretation, as well as the 
fibers connecting Broca’s area with the temporal 
and parietal lobes. Anterior and medial to it is 
the internal capsule. The patient’s symptoms of 
right hemiparesis, involving the face, arm and 
leg, a right hemianopis and a right hemi-hypes- 
thesia, as well as aphasia, though the depth of 
coma in the patient precluded evaluation of this, 
are classical for a lesion in this area. These find- 
ings are those of a subcortical lesion, and our 
concern is the mechanism of its development. 

The acute phase of the illness, from onset to 
death, covers 18 days. On the day of onset the 
flare-up of his chronic pulmonary disease occur- 
red. 4 days later the patient developed a bac- 
teremia and an infected embolus lodged in the 
left cerebral hemisphere, or in a pial vessel over 
the left cortex. An area of cerebral softening de- 
veloped, either an infarct or an area of red soft- 
ening, due to arterial or venous occlusion then 
occurred. (No convulsion is noted in the history. 
This is frequent with subdural abscess, and may 
occur with subcortical abscess.) On the 7th day 
of his illness, an abscess is now developing in 
the area of cerebral softening with adjacent men- 
ingeal reaction, he became unresponsive and the 
right hemiparesis became a flaccid paralysis. No 
note of eye ground examination is made at this 
time. It would have been of some value to 
examine the eye grounds. The blood count is 
that of an infectious process. The findings on 
spinal tap, with a positive culture of staphylo- 
coccus, which is not the commonest organism 
found in metastatic infections from the lung to 
the brain; the cell, protein, sugar and chloride 
findings are all those of meningitis. The fact that 
the sputum revealed strep and other respiratory 
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infections, and the spinal fluid staphlococcus and 
B. subtilis makes one wonder if the latter organ- 
ism is a contaminate, and this is of import in the 
differentiation of subdural abscess from subcorti- 
cal abscess, in that generally, with a subdural ab- 
scess, no organisms are found in the spinal fluid. 

On the 2nd day of admission, the 9th day of 
his illness, after administartion of streptomycin 
and penicillin, the patient was improved in re- 
gard to his depth of coma. His neck was now 
stiff, probably now noticable in that the patient's 
coma was less deep, and an early right sixth 
nerve palsy, or a loss of conjugate movement, 
laterally, which can occur with temporal lobe 
lesions, occurred; or, as described in the history, 
tre adducting eye not moving as far to the right 
as the abducting eye, suggesting that either loss 
of conjugate movement, or disturbance of con- 
jugate movement, or a sixth nerve palsy was 
developing. 

White cells in the cerebral spinal fluid were 
fewer in number and by the 6th hospital day, the 
13th day of illness, the cell count in the cerebral 
spinal fluid was 150. At this time the patient 
should have had X-rays of the skull which would 
have shown a shift of the pineal body to the 
right. He should have then had Arteriographic 
studies, followed by trepination. The Arterio- 
graphic studies would have shown elevation of 
the sylvian group of vessels with lateral displace- 
ment and a medial displacement of the anterior 
cerebral group, and a subcortical abscess with 
cerebral softening in the region of the temporal 
isthmus (temporal parietal area of the brain), 
would have been found on trephination and 
needling of the area; or a depression and medial 
displacement of the sylvian group of vessels and 
a subdural abscess in the temporal parietal area 
would have been encountered. 

Compare the course of the patient's illness 
with the life history of cerebral abscess; this is 
as follows: The infection reaches the pia or sub- 
cortical tissues by way of an entering artery, 
emergent vein, or a pervascular space, and be- 
cause of the more abundant cortical blood sup- 
ply, the infection does not localize in the cortex, 
but into the white matter, either by infarct (that 
is arterial occlusion) or hemorrhagic softening 
by venous occlusion. Now symptoms of ence- 
phalitis are noted. In 3 to 5 days equilibrium 
develops between the infecion and the reaction 
of the surrounding brain. The blood vessels 
throw off an exudate of leukocytes (the first line 
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of defense). The blood vessels increase in size 
and number in the area and proliferation of con- 
nective tissue cells occur and a capsule is form- 
ed. Now the stage of battle is set. The capsule 
(fortification) and the leukocytes (defending 
troups) are pitted against the bacteria (the in- 
vaders ). 

On the 13th day of the patient's illness this was 
the local picture. During the subsequent 5 days 
the battle waged fiercely between the invaders 
and the fortifications and defending troops. The 
reserves, a trephination and a brain cannula to 
be inserted in the area, were not called into the 
battle, and on the 18th day the pressure and 
growth of organisms overwhelmed the cerebrum, 
and a midbrain hemorrhage, or rupture of the 
abscess and a subsequent pyoventricle occurred, 
this resulting in death. 

This sequence of events could better have oc- 
curred before present-day antibiotics. The anti- 
biotics now alter the course of the development 
of the brain abscess and its history is varied. 
Freqeuntly, only softening of the cerebrum oc- 
curs and death could have well occurred as a 
result of softening and edema of the involved 
area. There were several other factors to be 
considered. The patient was alcoholic. There 
could well have been a complicating subdural 
hematoma, unrelated to pulmonary disease and 
secondary miningitis, the patient recovering from 
his pulmonary disease and meningitis, only to ex- 
pire incident to his subdural. The hemianopia 
speaks against subdural hematoma or subdural 
abscess, although it can be found in a cortical 
lesion such as these are. 

My final diagnosis is bronchiectasis; pulmonary 
abscess; meningitis, purulent, healed; abscess, 
brain, left temporal isthmus, with adjacent cere- 
bral softening and rupture into the ventricle 
(pyoventricle ), or with a complicating pressure 
cone and mid-brain hemorrhage. 

DIFFERENTIAL DIAGNOSIS 

Dr. Maurice Fremont-Smith; A history of a 
patient admitted in stupor and whose family can- 
not be present is always unsatisfactory. Had 
this man had any sinus or ear infection? Had 
any headache preceded this condition? Because 
he had clubbed fingers, I should like to know 
how much cough he had and whether he had 
sputum. 

Dr. Benjamin Castleman; Dr. Adams, can you 
answer any of those questions? 

Dr. Raymond D. Adams; No. 
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Dr. Fremont-Smith; The urinalysis was nega- 
tive except for a X albumin. I should like to 
know if there were any red cells. 

Dr. Castleman; The urine did not contain 
red cells. 

Dr. Fremont-Smith; The sputum smear was 
nonspecific. The throat culture showed alpha- 
hemolytic streptococcus, which is so common in 
the throat that it may mean nothing. The pic- 
ture of the spinal fluid is interesting; it definitely 
shows a very severe bacterial meningitis. The 
chloride and sugar were low, both going with 
bacterial meningitis. The colloidal gold curve 
could have been of any type with the amount 
of protein that was present in that fluid. The 
cultures grew Staphlococcus albus, and there 
is no question about the fact that he had menin- 
gitis. 

There was a statement that the heart was nega- 
tive. I dislike statements like that. I should 
like to know more about the heart. The patient 
was given streptomycin, penicillin and digitalis. 
The neck veins were not engorged and the physi- 
cians thought he had no heart failure. Why 


digitalis? The second neurologic examination is 


the one that I think was the more careful one. 
The neck was stiff, with a positive Kernig sign. 
The eye movements to the left were normal, but 
to the right there was loss of conjugate deviation. 
Also on the right side there was paralysis of face, 
arm and leg and a positive Babinski sign, show- 
ing that he had some serious intramuscular lesion 
on the left. The conjugate movement of the 
eyes would be affected by a lesion somewhat 
anterior to the motor area. It is obvious that both 
the left motor and left sensory areas were involv- 
ed, as he had lack of sensation on the same side 
as the paralysis. Hence, he must have had a 
severe lesion in the left cortex in addition to the 
meningitis. The interesting thing is that as the 
man grew worse and died the spinal fluid be- 
came better and cleared. 

May I see the x-ray films? 

Dr. James J. McCort; The x-ray films of the 
chest are not very helpful. They were taken 
with portable apparatus on a semicomatose pat- 
ient lying in bed, and only anteroposterior films 
could be obtained. The right lung is clear and 
there is no fluid in the right pleural cavity. On 
the left side there is a hazy increase in density in 
the left upper lobe and the lobe is reduced in 
size, particularly in the region of the inferior and 
superior lingular segments. Adjacent to the 
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hilum and in the region of the left-upper-lobe 
bronchus and the lingular bronchus there is an 
irregular soft-tissue density. A small amount of 
fluid is seen in the left pleural cavity. Both 
leaves of the diaphragm are in their normal posi- 
tion. No gross abnormality of the heart and ves- 
sels is seen. 

Dr. Fremont-Smith; The things we know 
about this man are that he had a bacterial men- 
ingitis, an intracranial lesion and a condition that 
was called a pneumonia; it may have been pneu- 
monia and may have cleared under the antibio- 
tics. Apparently the antibiotics also cleared the 
spinal fluid. It seems to me that a collection of 
pus in the region of the left cortex or below the 
left cortex has to be considered as the focal point 
of the meningitis and the question is; Where did 
this pus arise from? It is very like a lesion be- 
low the diaphragm — a subdiaphragmatic ab- 
scess or a liver abscess that causes sterile fluid or 
even at times a slightly infected fluid above the 
diaphragm. I think the patient had something 
within the brain that broke through, causing 
meningitis, but that the meningitis was a sec- 
ondary affair. 

What could be the source of an infected bac- 
terial lesion in the substance of the brain? Well, 
it may have been an embolic phenomenon. Sub- 
acute bacterial endocarditis, I think, rarely 
causes an actual abscess in the brain. An acute 
endocarditis with metastases might cause an ab- 
scess in the brain. That is one possibility, but 
there are a great many things against it. The 
heart was said to be negative. Almost always 
there is a loud systolic murmur with acute endo- 
carditis. There was no evidence of embolic 
phenomena elsewhere in the body — the urine 
contained no red cells; the spleen was not said 
to be enlarged; there were no petechiae in the 
fingers or conjunctivas. As none of these were 
present, I think endocarditis is probably to be 
ruled out. 

Another condition, — a very interesting one, — 
is subdural empyema — a condition described 
by Kubik and Adams in 1943. Subdural em- 
pyema is a condition that is not usually recog- 
nized, but if it is recognized the patient can 
sometimes be cured, as were two of their pa- 
tients. It usually arises as a result of severe 
infection in the paranasal sinuses or in the ear. 
Dr. Kubik and Dr. Adams reported 14 cases, 13 
of which arose from the sinus or the ear. There 
was one case that was metastatic from bronchi- 
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Atonic Colon 


Smoothage in Correction of Colon Stasis 


To initiate the normal defecation reflex, 
the “‘smoothage” and bulk of Metamucil provide 
the needed gentle rectal distention. 


Cin the habit of constipation has been estab- 
lished, due to any of a large number of causes, it 
becomes a major problem. Self-medication with 
irritant or chemical laxatives, or repeated enemas, 
usually causes a decreased, sluggish defecation 
reflex and may result in its complete loss. 

Rectal distention is a vital factor in initiating 
the normal defecation reflex, and sufficient bulk 
is thus of obvious importance in restoring this 
reflex. Metamucil provides this bulk in the form 
of a smooth, nonirritating, soft, hydrophilic col- 
loid which gently distends the rectum and initiates 
the desire to evacuate. Metamucil demands ex- 
tra fluid, imparting even greater smoothage to 
the intestinal contents. 

It is indicated in chronic constipation of 
various types—including distal colon stasis of the 


“irritable colon” syndrome, the atonic colon fol- 
lowing abdominal operations, repressions of def- 
ecation after anorectal surgery and in special con- 
ditions such as the management of a permanent 
ileostomy. Metamucil is the highly refined mucil- 
loid of Plantago ovata (50°), a seed of the psyl- 
lium group, combined with dextrose (50%) as a 
dispersing agent. 

The average adult dose is one rounded tea- 
spoonful of Metamucil powder in a glass of cool 
water, milk or fruit juice, followed by an addi- 
tional glass of fluid if indicated. 


MECtAINUCH ls suppucu in Containers of 4, 8 
and 16 ounces. G. D. Searle & Co., Research in 
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ectasis. The symptoms are headache, stiff neck, 
fever, confusion, later coma, very frequently par- 
esis or paralysis of the opposite side, a conjugate 
deviation of the eyes, — inability to move the 
eyes to the paralyzed side, — and often convul- 
sions. In none of these cases was there an ac- 
tual bacterial meningitis. There were signs of 
meningismus, but the cultures were negative in 
all cases. In no case was the cell count as high 
as in this case. However, the condition does 
need to be considered, as one can let out the pus 
through a burr hole, sometimes saving the pa- 
tient by this procedure. I refer you to Kubik 
and Adams’ interesting report. 

The other possibility, — and the one that I 
thing is the most likely, — is that this man had a 
lesion in the chest, possibly bronchiectasis but 
more probably abscess. Bronchiectasis is usually 
bilateral, and it is often not visible in the plain 
x-ray films. I think he had a metastatic abscess 
from the lung to the brain, — either multiple or 
a single brain abscess, — and that such an ab- 
scess broke through the cortex and infected the 
meninges and that the patient therefore develop- 
ed a bacterial meningitis. 

Dr. Alfred Kranes; This man had clubbing of 
the fingers, so perhaps the chest lesion had been 
present for a long time. If it was, then perhaps 
it would be less likely to be an abscess than 
bronchiectasis with pneumonia—repeated pneu- 
monias on top of the bronchiectasis. 

Dr. Fremont-Smith; I think that is a good 
point. Repeated pneumonias are more likely 
to be subsequent to bronchiectasis than to an ab- 
scess. 

Dr. Thomas Paine; There is one point about 
the bacteriologic studies; The spinal fluid grew 
out Staphylococcus albus and B subtilis. I 
think the presence of B. subtilis raises a rather 
large question about the nature of the real in- 
fecting organism. I do not think one can be- 
lieve that Staphylococcus albus was the real in- 
fecting organism here, since the other organism 
was present. 

Dr. Fremont-Smith; Isn’t B. subtilis much 
more likely to be a contaminant? 

Dr. Paine; Yes, therefore, I must suspect that 
the staphylococcus may also have been a con- 
taminant. 


Dr. John T. Stanbury; I wish the radiologist 


would consider the lesion in the hilum consistent 
with carcinoma in the lung. This might be an 
abscess secondary to carcinoma of the lung. 
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Dr. McCort; I do not see how one can ex- 
clude the possibility of carcinoma of the left- 
upper-lobe bronchus on the basis of this limited 
X-ray examination. 

Dr. Stanbury; This man was an alcoholic. 
Such patients are quite prone to infection with 
Friedlander’s bacillus; that can give rise to lung 
abscess. I wonder if that type of abscess metas- 
tasizes to the brain. 

Dr. Castleman; Any type of lung infection 
may metastasize to the brain. 

Dr. McCort; Was a cytologic examination of 
the sputum done? 

Dr. Castleman; I do not believe one was done. 

Dr. Paine; What did the gram stains of the 
spinal fluid show? 

A Physician; We saw no organisms. 

Dr. Fremont-Smith; The fact that the chloride 
and sugar were lowered must mean that there 
were bacteria in the spinal fluid. 

Dr. James B. Ayer; If the time relations given 
here are correct, this man was well until only a 
week before admission. Therefore, I hardly 
think he had a subdural infection of the extent 
that is suggested, and I also think the sinuses 
would have shown some disease. The fact that 
he was well and then acutely ill suggests bac- 
terial meningitis, perhaps with the infection 
more severe on one side than on the other, which 
is not uncommon. I have seen cases of Staphy- 
lococcus albus meningitis that ran a mild course 
without specific treatment. B. subtilis is a fairly 
common contaminant. A small abscess as an 
initial point of infection is possible, but I think 
that a thrombophlebitis is more so. Death would 
not necessarily be due to meningitis. I suspect 
that there was something else, such as a block 
of the cerebral fluid, perhaps from medullary 
pressure. 

Dr. Castleman; We have the two authors of 
the paper on subdural empyema right here. Dr. 
Kubik, have you any comment? 

Dr. Charles S. Kubik; Of course, metastatic 
subdural empyema is a rare condition. The cell 
count in the fluid was rather high for that, as 
Dr. Fremont-Smith pointed out. The rapid 
course might suggest that possibility, but I 
should think that an intracerebral abscess would 
be more likely. 

Dr. Adams; We saw this patient on the ward. 
The arguments that the Medical Service used 
were something as follows; This man clearly 
had a meningitis because of all these cells in the 
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spinal fluid and the low sugar. However, the 
lateralizing signs came on so early and were so 
prominent that it was obviously more than an 
ordinary bacterial meningitis. Usually lateraliz- 
ing signs in bacterial meningitis develop rather 
late in the second or third week of the infection 
and are often due to thrombophlebitis. In this 
case they were the first indications of intracra- 
nial disease. We assumed, therefore, that the 
patient had an abscess in the brain that had rup- 
tured into the ventricle, or a septic embolus that 
produced focal areas of destruction and a bac- 
terial meningitis. Unfortunately, the history was 
not sufficiently complete to determine by the 
rate of onset which of these two conditions had 
occurred. There was no source of embolus. 
Abscess was thought most likely, but since the 
patient was moribund when see the Neurosur- 
gical Service thought he would not survive a 
brain operation. 


CLINICAL DIAGNOSIS 


Metastatic brain abscess. 

DR. FREMONT-SMITH’S DIAGNOSIS 
Metastatic brain abscess from bronchiectasis 
of the lung, with rupture into meninges. 

Meningitis. 


ANATOMICAL DIAGNOSES 


Brain abscess, left parietal lobe (bacteroides), 
metastatic from lung abscess. 

Ventricular empyema. 

Cerebellar pressure cone. 

Cirrhosis of liver, alcoholic type. 


PATHOLOGICAL DISCUSSION 


Dr. Castleman; The autopsy showed that the 
pulmonary lesion was in the inferior posterior 
portion of the left upper lobe. It proved to be a 
benign abscess that apparently had produced a 
metastatic abscess to the brain, which Dr. Adams 
will tell us about. There was a fairly severe al- 
coholic cirrhosis. 

Dr. Adams; From the time the brain was first 
exposed, on removal of the calvarium, it was 
clear that it was abnormal. The surfaces were 


flattened, and the left cerebral hemisphere was 
much broader than the right — especially its 
posterior half. Over the left parietal lobe the 
convolutions were unusually broad and flat. The 
arachnoidal membrane along the base of the 
brain and over the posterior aspect of the spinal 
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cord was opaque and whitish, but no subarach- 
noid exudate could be seen on gross inspection. 
There was a sizable left-cerebral pressure cone, 
compressing the medulla. Coronal sections of 
the brain disclosed a large abscess occupying the 
left parietal lobe; it extended almost from the 
superior frontal region back to the occipital re- 
gion and inferiorly to the temporal lobe. It 
was filled with pale-greenish exudate of fetid 
odor. When it was removed one could see that 
wall of the abscess was thin, rather pinkish and 
evidently lacking in fibrous connective tissue. 
The abscess extended from the cerebral cortex 
to the ventricle into which it had ruptured. The 
abscess was in a position to produce a hemi- 
plegia, homonynous hemianopia and aphasic dis- 
order such as were observed in this patient. The 
rupture into the left lateral ventricle was ob- 
viously responsible for the meningitis. Death 
very likely was related to the ventricular em- 
pyema and the cerebellar pressure cone. 


Dr. Kranes; Was any organism cultured? 


Dr. Castleman; The bacteriologic aspects 
were of particular interest. The abscess of the 
lung showed a predominance of Staphylococcus 
aureus, as well as many other organisms. From 
the brain abscess we obtained a pure culture of 
bacteroides. I think this is very significant and 
may explain the lack of response to antibiotics. 
Apparently the bacteroides organisms are quite 
unresponsive ‘to antibiotics. Dr. Ropes, you 
have been studying this. Would you agree? 


Dr. Marian Ropes; I agree; I think the evidence 
is still very poor concerning whether any chem- 
otherapy or any of the antibiotics help. There 
are a few reported cases in which it seems pos- 
sible they do. Because of the presence of Staph- 
ylococcus albus in some cultures it may have 
been assumed that it was the responsible or- 
ganism. The bacteroides might not grow out 
for two weeks, and unless the cultures were kept 
a long while, — up to two weeks, — it might ex- 
plain the absence of bacteroides in the spinal 


fluid. 


Dr. Castleman; The staphylococci may have 
overgrown the bacteroides that was there. 


Dr. Paine; That is certainly a good sugges- 
tion. Bacteroides is a very strict anaerobe. It 
does not grow unless one incubates the culture 
under strict anaerobic conditions for a long 
while. 
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a 
Ream quoting from the Economic Position of Medical Care, 1929-1953, by Frank G. Dick- 
inson, Ph.D., and James Raymond, M.A., from the Bureau of Medical Economic Research, The 


American Medical Association, are more facts and summary.” 


COMPARATIVE EXPENDITURES, 1954 


Medical care expenditures for 1954 were $10,594 millions. The sum 
was 4.48% of the $236,532 million for personal consumer expenditures. 
The number of dollars spent for each of the five main breakdowns of 
medical care expenditures was larger than in 1953. This is also true 
of expenditures for recreation, personal care, and jewelry, but there 
were actually fewer dollars spent for alcoholic beverages and tobacco. 
For only two of the Department of Commerce’s twelve main categor- 
ies were fewer dollars spent in 1954 than in 1953: about $90 million 
less was spent on clothing, accessories and jewelry and about $80 
million less on transportation. Medical care and death expenditures 


for 1954 were $578 millions greater than for the preceding year, and 


only $3 million of this increase was for funeral and burial expenses. 


More revealing than a mere review of the dollar figures is a con- 
sideration of each of these items as a proportion of total personal 
consumer expenditures. Expressing each subtotal as a percentage of 
the whole enables the reader to see quickly how the whole was di- 
vided and that changes in spending patterns are indicated by these 
division. In 1954, 32.2% went for food, 25.6% for housing (excluding 
capital purchases) and household operation, about 10.4% for the 
clothing category, and about 11.4% for transportation; slightly less 
than 5.0% went for medical care and death expenses, while some- 
what more than 5.0% went for recreation. The alterations in the 
spending pattern were: about 0.3% less for food, about 0.5% more 
for housing, 0.3% less for clothing (a continuation of a fairly definite 
trend since 1945) and also for transportation, a very slight increase 
in the proportion spent on personal care, about 0.2% more spent on 
personal business, and 0.1% more on medical care and death expenses. 


Practically all of the latter increase was for medical care and drugs. 


Harry E. Thompson, M.D. 
President, Arizona Medical Association. 
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CONTRIBUTORS 


The Editor sincerely solicits contributions of scientific 
articles for publication in ARIZONA MEDICINE. All such 
contributions are greatly appreciated. All will be given equal 
consideration. 

Certain general rules must be followed, however, and the 
Editor therefore respectfully submits the following suggestions 
to authors and contributors: 

1. Follow the general rules of good English, especially with 

regard to construction, diction, qpeling, and punctuation. 

2. Be guided by the general rules of medical writing as 
followed »- the JOURNAL OF TnE AMERICAN MEDICAL 
ASSOCIATION. 

3. Be brief, even while being thorough and complete. Avoid 
unnecessary words. Try to limit the article to 1500 words. 

4. Read and re-read the manuscript several times to cor- 
rect it. especially for spelling and punctuation. 

Submit ys typewritten and double-spaced. 

6. Articles for publication should have been read before 
a controversial body, e.g., a hospital staff meeting, or a 
county medical society meeting. 

The Editor is always ready, willing, and happy to help 
in any way possible. 











T DR. SIPPY 
HIRTY years have passed since the death of 


Dr. Sippy. Those who are interested in peptic 
ulcer would do well to review the chapter writ- 
ten by Dr. Sippy in the 1924 issue of Oxford 
Loose-Leaf Medicine in the volume on Diseases 
of the Digestive Tract. The first impression 
gained from such a review would be the thor- 
oughness with which the subject is covered. 
The second impression would be the very little 
information which has been accumulated, or 
added to our knowledge of the disease during 
this lapse of time. Dr. Sippy was a chemist and 
a keen research observer as well as a great 
clinician. The result was that his firm con- 


victions on the subject of peptic ulcer were 


proved in the laboratory as well as in the liv- 


ing patient. In his heyday, Dr. Sippy had a 
hospital service averaging two hundred patients, 
about 25 per cent of whom had peptic ulcers. 

Today the psychiatrists, who 
large segment of our most brilliant minds 
medicine, are carrying the ball for the responsi- 
bility of peptic ulcer. This is a very pleasant 
situation for the rest of us, and I am sure few 
begrudge them for their courage in accepting 
this liability. However, Koch’s postulates have 
not been fulfilled. So we are still searching 
for the exact etiology of ulcer. While Sippy 
admitted there were a number of possibilities, 
he considered the bacterial origin to be by far 
the most probable. He reasoned that bacteria 
reached the end arteries in the stomach wall. 
Then when the nutrition to these areas in the 
mucus membrane was interfered with by the 
obstruction of these end arteries, and these areas 
were subjected to the corrosive action of the 
gastric juices, ulcer was the natural result. 

There were those investigators in Sippy’s time 
who believed that free hydrochloric acid in the 
stomach had no connection with the develop- 
ment, or presence of ulcer. One of the best 
known was Professor Arthur Carlson, Professor 
of Chemistry at the University of Chicago. Pro- 
fessor Carlson is still alive. Dr. Sippy’s classical 
quotation: “Whatever the future may reveal as 
to the causes of ulcer and the influences that 
retard its healing — results — may be obtained 
by maintaining an efficient neutralization of 
free hydrochloric acid—,” has withstood the test 
of time. Dr. Sippy demonstrated in his own 
chemical laboratory that the three chemical 
agents which produced this condition in the 
greatest number of cases were; calcium carbon- 
ate, sodium bicarbonate and magnesium oxide. 
If Sippy could return long enough to survey the 
present status of medical treatment of peptic 
ulcer he, no doubt, would be quite pleased. to 
learn that the introduction of the so-called cho- 
linergic blocking agents have been a tremendous 
aid in controlling the excessive gastric secretions. 
The judicious use of these drugs, along with the 
alkalis, constitutes the main contribution to the 
treatment of peptic ulcer during these 30 
years. 


comprise a 
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The subject most frequently argued by clin- 
icians during Sippy’s time was the relative re- 
sults of medical as compared to surgical treat- 
ment. There were those who advised routine 
gastroenterostomy for a time. Sippy recog- 
nized the beneficial influence of gastroentero- 
stomy in bringing about a cure of gastric and 
duodenal ulcer through reduction in the acidity, 
and particularly through accelerated emptying 
of the stomach, thus reducing the duration of 
the corrosive action of the gastric juice. He 
demonstrated that the real cures, or the won- 
derful relief of symptoms were directly propor- 
tional to the amount of pyloric obstruction pro- 
duced by the actual amount of scar tissue nar- 
rowing of the pyloric ring. Dr. Will Mayo once 
remarked that if he had an ulcer of the stomach 
he wanted to be treated nine times medically 
before he would submit to surgery. Sippy fully 
‘approved of gastric resection for peptic ulcer, 
but during his time the mortality rate in gastric 
resection in the most expert hands was 14 per 
cent. If he could return today he would be very 
gratified to know of the tremendous advances 
surgery has made in the reduction of the mortal- 
ity to where it is practically nil. However, he 
would still bemoan the fact that we are still 
waiting for some one to describe the exact patho- 
logical process which occurs in producing this 


ARIZONA MEDICINE 





November, 1955 


UROLOGY AWARD 

“UROLOGY AWARD — The American Urolo- 
gical Association offers an annual award of 
$1000 (First prize of $500, second prize $300 and 
third prize $200) for essays on the result of some 
clinical or laboratory research in Urology. Com- 
petition shall be limited to urologists who have 
been graduated not more than ten years, and 
to men in training to become urologists. 

The first prize essay will appear on the pro- 
gram of the forthcoming meeting of the Amer- 
ican Urological Association, to be held at the 
Statler Hotel, Boston, Massachusetts, May 28-31, 
1956. 

For full particulars write the Executive Secre- 
tary, William P. Didusch, 1120 North Charles 
Street, Baltimore, Maryland. Essays must be in 
his hands before December 1, 1955. 

\ NEW FILMS 

revised list of films available through the 
AMA motion picture library has been prepared 
and copies are available upon request from the 
Committee on Motion Pictures and Medical 
Television of the American Medical Association. 
This catalog lists 83 medical films suitable for 
showing to medical societies, hospital staff meet- 
ings and other scientific groups. The catalog 
also includes 36 health films of interest to phy- 
sicians who may be called upon to speak before 
lay audiences such as service organizations, Par- 
ent-Teachers’ Associations, etc. 
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Topics oF (acters Medial INTEREST 





RX., DX., AND. DRS. 
By Guillermo Osler, M.D. 


| F you are spending ten minutes reading this col- 
umn you may charge it to the big fat total of time 
which the average physician gives to MEDICAL 
EDUCATION. The Council on Medical Education 
and Hospitals, thru D. D. Vollan, says that the 
work week is 60 hours, and the time spent in ‘keep- 
ing up’ is 10 hours. This includes staff meetings, 
medical societies, formal courses, deep reading, 
and THIS (which should count double because 
people sometimes have to read it twice.) 


What does the law say about ‘EXPERIMENTAL 
THERAPY? ‘Can we use methods or drugs before 
they do in That Other Clinic? Should we let the 
patient heckle us into trying a new treatment?... 
Medicine is progressive, changing, but the law de- 
mands on precedent and is conservative. ‘New- 
ness’ of a method is not the same as ‘experimental’; 
if it has been used successfully it is not experimen- 
tal. Trail-blazers, however, are often near the 
courtroom door. They must use extra skill and 
diligence. They may well use the following steps, 
suggested by Swetlow in ‘Medical Economics’ — 

1. Get the patient’s consent in writing. 

2. Be sure that the document explains the ex- 
perimental nature, the risks involved. Be sure he 
understands. 

3. Obtain corroboration from other qualified 
physicians of the advisibility of the procedure. 

4. Have 1 or 2 qualified M.D.’s witness the job 
to attest to skill and diligence. 

And be sure, we say, to insure. 


A haunting question was also asked in ‘Med. 
Econ.’ many long months ago by Rutherford, — 
Do Patients ACCEPT Your Advice?” . . . A doctor, 
he says, most often offends his patients by giving 
the right advice the wrong way. Advice-giving is 
ticklish business, and the advice may be what the 
patient doesn’t want to hear. . . . Some doctors 
have developed techniques which are nearly fool- 
proof, which is what we all want to hear, — 1. 
Lead your patient to the psychological point at 
which he’ll be most receptive to the advice. (Ex- 
plain the situation. Talk.) 2. Let your patient 
feel he has a hand in making the decisions that 
will affect him. (Suggest, not dictate, advice. Let 
the patient talk). 3. Spare your patient embar- 
rassment by taking a factual, dignified approach 
to intimate subjects. (Don’t create an earthly or 
pool-room atmosphere). 4. Try to make your dis- 
agreeable advice palatable. (Sugar-coat the pill. 
Make him feel noble and unselfish. He can be 


helpful to his family by accepting. He is courag- 
eous. 5. Be prepared for the patient who, having 
considered your advice in its most beguiling as- 
pects, still won’t have any part of it. (Again, let 
him talk. Repeat his arguments. Tell him that 
he has the right of decision. And ‘leave the back 
door open’ for a change of mind). 


The use of a SELENIUM DISULFIDE suspen- 
sion (Selsun of Abbott Labr.) for seborrheic der- 
matitis has been somewhat cautious, due to fear of 
a chemical or allergic reaction .... Shapiro and 
colleagues of Galveston, Texas, now state that NO 
untoward reactions have been seen in 4 years 
of frequent usage. 


A recent issue of the Pfizer ‘Spectrum’ (J.A. 
M.A.) starts off an article about the plethora of 
medical tests by saying “ONE REASON WILLIAM 
OSLER NEVER GOT VERY FAR is that he knew 
nothing about cephalin flocculation” . .. This fits 
the first commandment for good composition to 
perfection, — get their attention with a brief, 
punchy statement, and that lead-off is ‘punchy’ in 
every sense of the word. . . . The article suggests 
that the trend is towards diagnostic boxes (like Ab- 
ram’s), and blood analyzers. Maybe he never 
heard of the ‘Hemo’ machines which the naturo- 
paths began to use about 1940 (and maybe still 
do). 


The ‘Year Book of Medicine’ usually gives new 
information on well-known diseases, but the 1955- 
56 issue is notable for CONDITIONS AND METH- 
ODS WHICH ARE STILL FAIRLY OBSCURE, 
e.g., Iceland Disease, Fibrogenopenia, Hypopro- 
thrombinopenia, Vectorcardiography of Infarction, 
and Primary Aldosteronism. ... THE TITLE of a 
recent UCLA medical lecture is also intriguing, — 
‘The Oligemic Syndrome’. .It wouldn’t be hard to 
connect it up with the word more commonly used 
for the condition, once you think hard. Shock, 
this is. 


ANOTHER OBSCURE ‘ENTITY’ is called Sjor- 
gren’s syndrome, and it has been used as a basis for 
a report on the smallest possible series . . . It is sup- 
posed to consist of rheumotoid arthritis, plus lac- 
rimal and salivary hypofunction, plus an occasional 
deficiency in sweating. This should be rare enough, 
and seldom recognized like Kartagener’s triad and 
Behcet’s syndrome. The report of ONE CASE says 
that Meticorten’ was effective, confirming occa- 
sional good results with ACTH-and Cortisone. .. . 
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For those who dislike names for syndromes what 
else would you suggest for the lengthy list of in- 
volvements called Sjogren’s.? 


If you have ever brightly said “Well, you can’t 
die by just holding your breath!” it may come as 
a minor shock to know that V. J. Derbes and A. 
Kerr Jr. of Tulane have written a book on ‘COUGH 
SYNCOPE,’ and include a discussion of “VOLUN- 
TARY DEATH BY BREATH HOLDING” ... They 
believe that cough produces a definite syndrome. 
We intend to compare the discussion with that of 
the ‘hyperventilation syndrome’. 


Speaking of the HYPERVENTILATION SYN- 
DROME, one can find more modern reports than 
those of the Mayo Clinic. The late J. M. Schim- 
menti of Oakland wrote on “The hyperventilating 
type of human female” (J. Nerv. & Ment. Dis.) .. . 
Anxiety is the basic cause. The deep breathing is 
often unconscious. The symptoms may come from 
a respiratory alkalosis (neuromuscular excitabil- 
ity, with twitching and tremors, hyperreflexia, etc.). 
Increased sensory perception may result in hyper- 
esthesia of the skin, low pain threshold sensitivity 
to odors, noises, and tastes. Cold, clammy hands 
and feet are notable. Headaches are common, with 
vertigo and tension in the neck. Increased pulse 
pressure, tachycardia, and premature beats may be 
found. . . . Anxiety is basic to all of these signs 
and symptoms. There are phobias, poor marital 
adjustments, and the patient’s troubles often 
spread to produce EMOTIONAL ILLNESS IN 
OTHER MEMBERS OF THE FAMILY... . The 
‘hyperventilation test’ is diagnostic, — breathe 
deeply 60 times a minute for 3 minutes. Voila! All 
symptoms occur or are worse. All lab tests of 
blood, breath and urine reflect an alkalosis. .. . 
Treatment is difficult except in mild cases... . 
(Someday we may write an adjunct paper to this 
one. Look for it, — G. Osler, ARIZ. MED., July 
1958: The Effect on the Physician of Hyperven- 
tilation Syndrome in Women). 


Several articles on ACNE have accumulated this 
summer, and the title of one (by R. E. Osbourn 
in the D.C. Medical Annals) shows its urgency, — 
“ACNE VULGARIS, THE SCOURGE OF YOUTH” 
. . - Adolescence is a critical time of life. Half of 
adolescents have some degree of acne. All of it is 
unpleasant; some of it continues to scarring; and 
most of it causes mental and social torture... . 
Treat it early and actively. It is related to gonodal 
activity, but the original ideas about the connec- 
tion are not true. The sebaceous glands are under 
the ‘dyshormonal’ influence (wrong androgen/es- 
trogen balance), become overactive, plugged, in- 
fected, etc. . . . Eliminate constitutional disease 
and infection. Correct several dietary factors by 


excluding greasy and fatty foods, chocolate, excess 
sweets, and sea food (due to their iodine content). 
An Archives of Dermatology article by S. W. Bare- 
foot suggests, since bromism can be prevented by 
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nicotinamide, that the drug be used on the basis 
that iodides and bromides aggrevate acne ... Wash 
the skin often with soap and water. Trade lotions, 
mostly containing sulfur, are useful. Evacuation 
of comedones and cysts may help. ‘Sanding’ should 
only be done by an expert, as should carbon di- 
oxide slush. . . . Estrogens may be used at inter- 
vals in girls. Antibiotics are expensive, but pro- 
longed use of small doses may be very effective. 
X-ray therapy is occasionally indicated. ... Ultra- 
violet lamps, progesterone, and vitamin A are of no 
value. ... Lawrence of San Francisco (author of 
‘Care of Your Skin’) has written of the emotional 
problems in the acne patients in “The Merck Re- 
port’, He is not impressed by a dietary influence 
on etiology or therapy. . . . Emotional disturbance 
may be a cause or effect, but it exists. A review of 
possible connections to ambivalence to parents, de- 
pendence vs. independence, inferiority feelings, 
preoccupation with sexuality, etc., all seem to this 
columnist to be coincidental. They may be wors- 
ened by the presence of acne, or it may be trauma- 
tized by an unhappy youth, but the psychosomatic 
relationship is by association and not by way of the 
nervous system. 


SARCOIDOSIS has baffled a great many wise 
men of the past, including Pinner and Longcope. 
It still provokes arguments about diagnosis and 
etiology. . . . The article by Rogers and Nether- 
ton in the J.A.M.A. last year on the probable 
HEREDITARY TENDENCY should be remember- 
ed. Their pair of identical twins had sarcoidosis, 
and they found 2 other sets with the same exper- 
ience. This might point to neoplasm rather than 
infection, heretofore the favorite cause. 


Drs. Custer and Klassen have called attention 
to THE DIFFERENTIAL DIAGNOSIS OF BRON- 
CHIOGENIC CARCINOMA and virus pneumonia. 
Twenty per cent of their 117 carcinoma patients 
were diagnosed wrong (and long) as ‘virus’ or ‘pri- 
mary’ pneumonia. . . . Pneumonia which recurs 
is suspicious. A lesion which PARTLY clears, 
with a drop of fever, is suspicious. . . . Delayed 
resolution of pneumonia is of course possible, and 
certain types often do so (K. pneumonia, D. pneu- 
moniae Type III, Strep., Staph., P. tularensis, septic 
emboli., TB., and the viruses).... They urge a high 





index of suspicion and thoronéss of examination. 
Wheel Chairs Oxygen Therapy 


Hospital Beds nf Invalid Walkers 
United Medical And Rentals, Inc. 
“Your Headquarters For Sick Room Supplies” 
1516 North 9th Street — Phoenix, Arizona 


W. S. Haggott Chas. R. Hopkins 
PHONE AL 2-9120 
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MONEY 


IS 
SOMETHING PEOPLE 


OWE LOTS OF 





Argue with our grammar if you like but you can’t deny the 
facts... 


Today more people owe more money than anyone ever thought 
possible. And most of them are going to pay it . . . because 
they have their debts set up on regular installment contracts 
... they pay out of income. 


However, people hesitate when it comes to medical bills. 
They prefer the easy payment plan available on gadgets, TV 
sets, cars, and homes. 


As an additional service to your patients make available the 
Budget Plan for Health. Give them the opportunity to pay 
doctor bills in convenient monthly payments. 


For information on the Budget Plan for Health contact the 


DICAL¢ DENTAL 


First St. at Willetta — Phoenix 


507 Valley National Building — Tucson 
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INAV EWL AOL ONCE 


GENERIC OR BRAND NAME? 
By Newell Stewart 





|r HAS BEEN my experience as a retail pharmacist, a board of pharmacy secretary and as 
one closely connected with the pharmaceutical industry that we have much to consider on 
the question of medical care costs. The advent of the newer forms of medication, beginning 
in the middle 1930's, has provided a field of opportunity for the treatment of disease, unheard 
of in all past history. Total cost of medical care in the United States approximates fifteen 
billion dollars annually, a figure representing less than five per cent of our national income. 
This figure may be broken down further with. the statement that total cost of medications 
account for about 10% of the overall medical costs of our people, presently amounting to 
about one and one-half billion dollars — less than % of 1 per cent of the national income. 

It is not necessary for me to outline the increasing health consciousness of our expanding 
population which, together with the present earning power of the average citizen, has con- 
tributed in a large measure to the demands being made upon the health professions to pro- 
vide continued advances in the armamentarium of medications. The progress we have made 
in drug discovery has been accomplished to some degree by the large amounts of money made 
available from ethical pharmaceutical firms for research studies and grants. Today our in- 
dustry is expending in excess of one hundred million dollars annually for this purpose. The ma- 
terials we are receiving from this investment have caused an explosion in drug therapy. Di- 
seases are being conquered, life expectancy has been advanced, and the general health of our 
nation has improved at a rapidly accelerated rate. The manufacturers who have furnished the 
pioneering efforts in this advancement have marketed their products under brand or trade 
names in order to identify their preparations. 

This progress of the past two decades has been made available to the public because of our 
heritage of incentive returns. This country of ours is not, has never been, our hope is, never 
will be given over to socialization. One of the most expensive ingredients entering into any 
prescription is the well recognzied and justified professional dispensing fee which covers 
not only the knowledge of the pharmacist and the time consumed in filling the prescription 
but also the intangible factors of responsibility imposed upon him by the laws of his city, 
state and nation. 

Drugs were once dispensed under the generic name system. They still are in countries where 
great research institutions do not exist. This system provides little incentive for “risk money” 
in the field of research. 

Many factors enter into the acceptance of a particular brand of drug as opposed to dispensing 
under the generic name. These would certainly include a variable ph., disintegrating time, in- 
soluble enteric coatings, palatability, solubility and caloric values, to name a few, which 
might tend to produce unanticipated results and actions for the patient. 

As was quoted in the booklet “I Hate to Buy Drugs, But . . .”, recently distributed by the 
National Pharmaceutical Council, “The public gets the benefit when an important drug real- 
ly gets into mass production.” When we consider the fantastic reductions made in the prices 
of all of our newer drugs as they have come into general use, together with the time and mon- 
ey-saving end results of faster recovery from so many dreaded diseases, I believe we shall 
have to agree that dollar for dollar we are now furnishing the public with bargain medica- 


tions. 
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Tracheobronchitis 











Str. pyogenes (8,500 X) : Staph. aureus (9,000 X) D. pneumoniae (10.000 X) 








K. pneumoniae (13,000 X) H. influenzae (16,000 X) 


























All of them are 
included in 

the more than 
30 organisms 
susceptible to 
broad-spectrum 
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Cfiotos trom the EDITORS PEN 


“MEDICAL HORIZONS” — TV PROGRAM 

“Medical Horizons”, a new half-hour television series, presented by CIBA Pharmaceutical Prod- 
ucts, Inc. of Summit, New Jersey, in cooperation with the American Medical Association, will be 
premiered on Monday evening, September 12, over ABC-TV, as announced by T. F. Davies Haines, 
President of CIBA. The new documentary series will promote the American way of medical life 
by presenting specific accomplishments in the field of medicine brought about by the teamwork of 
modern medical research, education and practice. 

The program will be presented each Monday evening from 9:30 to 10:00 p.m., New York time, and 
will be seen on a network of 45 ABC-TV affiliated stations for a minimum of 26 weeks. Stations 
in the Pacific and Mountain time zones will receive the program on a two-week delayed basis via 
kinescope film. 





DOCTORS — TAKE NOTE 

The House of Representatives passed HR-7225, expansion of Social Security, Monday, July 18th, 
by a roll call vote of 372 to 31 under a procedure (suspension of rules) barring amendments, limit- 
ing debate to forty minutes and requiring a two-thirds vote of approval. The passage of HR-7225 
by the House is a sordid story. A handful of men (House Ways and Means Committee) wrote the 
bill in secret, denied citizens the right to express their views, demonstrating disrespect and dis- 
trust of their House colleagues. It provides for the compulsory collection of an additional $2 bil- 
lion per year of taxes and compels another 200,000 individuals to participate in the unsound and 
immoral sceme of Social Security. The Senate Finance Committee will hold open session to hear 
administration views and decide whether or not to have public hearings. 

The AMA opposes the section of the bill that would set up a national compulsory disability in- 
surance program, maintaining that such a program would project the government into the medical 
care field because of the necessity for regulating medical determination for disability. Your Associa- 
tion joined AMA in vigorously opposing the House decision to deny public hearings on so im- 
portant a measure and opposing enactment of the bill at this time. 

Mrs. Hobby said that no action should be taken in this direction at least until HEW has had 
time to evaluate operations of the “waiver of premium” enacted last year. She also said Congress 
should learn more about the relationship between rehabilitation, for which a new program was 
enacted last year, and cash payments for disability, implying that the temptation of cash payments 
might lessen a disabled worker’s interest in rehabilitation. 

The Congressional Record of July 18, 1955, page 9304, shows that Representative Rhodes VOTED 
FOR passage of HR-7225, and that Representative Udall did not vote but was paired with Mr. 
Crumpacker of Indiana. This was a “general pair’, therefore it is not possible to ascertain whether 
or not Mr. Udall favored passage. In any event none of our Representatives positively opposed pas- 
sage of this bill. 


BOARD OF MEDICAL EXAMINERS — STATE OF ARIZONA 

Of interest to all members of the medical profession is the recent appointments of Governor 
McFarland to membership on the Board of Medical Examiners of the State of Arizona, July 25, 
1955, for terms of three (3) years each expiring June 30, 1958. They are: Carl H. Gans, M. D. (re- 
appointed) of Morenci, and, Zenas B. Noon, M. D. of Nogales. They with present incumbents Drs. 
Harry T. Southworth, President, (Prescott), Orin J. Farness, First Vice President (Tucson), and 
Maurice R. Richter, Secretary-Treasurer (Phoenix) comprise the Board membership of five. Dr. 
Gans is Second Vice President. 


“RECENT INFORMATION ON ECONOMIC POISONS AVAILABLE” 

New medical problems have arisen since the very great increase in use of agricultural chemicals 
including insecticides and pesticides. Since many of our readers are in portions of Arizona where 
such agricultural chemicals are used extensively in crop dusting operations and otherwise, we call 
attention to the latest annual revision of “Clinical Memoranda on Economic Poisons.” This book- 
let is prepared by the U. S. Public Health Service, Communicable Disease Center, Technology 
Branch, Savannah, Georgia and is being made available free upon request to the National Agricul- 
tural Chemicals Association, 1145 19th Street, N.W., Washington 6, D. C. It is much more com- 
prehensive and informative than its modern title suggests. 
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AUTOMATIC SAFE DEPENDABLE 
Dri-Heat STERILIZATION Dri-Heat 


@ SURGICAL INSTRUMENTS Destroys Spore-bearing Bacteria while 











e@ NEEDLES e@ GLOVES ° 
e SYRINGES e GAUZE Protecting Instruments from Rust and 
@ SCALPELS Corrosion. 
@ GLASSWARE 
MELAG “STERIL-MATIC” Dry Heat STERILIZERS 
( — > ~~ offer you the following outstanding advantages: 
~ @ Uniformity of temperature assured by thermostat and correctly 
: distributed tubular heating elements “No Cold Pockets.” 
@ Reliable in service. The tubular heating elements do not become 
incandescent — they are practically “burn-out proof.” 
@ Temperature adjustable from 212° to 392°F 
(100 - 200°C.) 
@ Short Heating-up Time. Approximately 17 min. to reach 356° F. 
@ Easy and convenient operation. Thermostat and time switch make 








the sterilizing procedure fully AUTOMATIC if desired 
Economical because of LOW PURCHASE PRICE and LOW POWER 
CONSUMPTION. Because less heat energy has to be dissipated 
your office remains cooler!! 





Sterilized instruments can remain in the dry heat sterilizer until 
needed, wrapped in aluminum foil. 

NO RUSTING AND DETERIORATION OF INSTRUMENTS. USES NO 
TYPE 180 WATER. 





ASK THE MAN WHO OWNS ONE 


Price Ranges from $125.00 to $275.00 — Guaranteed For 5 Years 





Finest Quality — Boro-Silicate 
Glass — U. S. Gov't. Specifications. 


Priced Right — Fully Guaranteed. 


Money Returned If Not Satisfied 
For Any Reason. 


Graduations Molded Into Glass — 
Luer-Luer Lok, Center & Eccentric- 
Tips, Tuberculin-Insulin Types 





WAITT -RANDOLPH 


1714 EAST INDIAN SCHOOL RD. — Phoenix, Arizona — CRestwood 4-4578 
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CIVICS 
Norman Ross, M.D. 


PHOENIX INDIAN CENTER, 28 Wall Street, 
Phoenix, Arizona, Leon Grant, Director. 


To FOLLOW is a short history of the Phoenix 
Indian Center and a list of its hopes and needs. 
To our knowledge there are no other non-sec- 
tarian Indian centers in the state and only one 
church center is maintained and that in Flag- 
staff, Arizona. It is interesting to note that 
probably the largest and best known Indian 
Center is in Los Angeles, that this center was 
actually sectarian in origin, Quaker, and that it 
is now operated and financed entirely by the 
Indians themselves. 

The Chairman of the Board, Mr. Walker, sent 
samples of literature produced by the Director 
and Board plus that of the Indian patrons. He 
advises that the Phoenix Indian Center would 
be pleased to furnish like material to physicians, 
to medical associations or other organizations 
that are attempting to improve the lot, health, 
and social position of the American Indian. 

He states that they are particularly interested 
in continuing the interest of the medical pro- 
fession and our help as he feels that only phy- 
sicians can cut down the incidence of disease 
and ill health among the Indians and thus curb 
the spread of diseases which are so common 
among the Indians to the white man. He feels 
that the health of the Indian is of equal im- 
portance too, and would probably be the great- 
est single item in the process of integration. 

The need for the Phoenix Indian Center was 
discovered by a court probation officer. It was 
he who pioneered the social agency, contacting 
the Cook Christian Training School in Phoenix 
because of problems of delinquency among the 
Indians. 

The following is quoted verbatim: 

“The only central location that could be had 
for low rent was off a dirty alley ironically 
named Wall Street. There, in the basement at No. 
28, was a filthy room that could be rented for 
$10.00 a month. Above it was a liquor ware- 
house of sorts where during the hot weather 
the beer bottles would explode and the beer 
would seep thru the ceiling. 


Dr. Nace of the Mission Board of the National 
Council of Churches (Lutheran, Presbyterian, 
Baptist, Methodist, etc.) was contacted and the 
Board allocated $2600 to clean up the place, 
hire a director of activities, etc. 

Until this Center was set up, there was no 
place for the Indian coming in from the Reser- 
vations to go except to the undesirable places 
in town where he was made welcome but which 
were detrimental to him and his family. 

Many Indians do come from the Reservations 
looking for work, for homes and for church 
homes. The aim of the Center is to help these 
people. 

Judge Pensinger has told us that he has found 
much assistance from the Center in an under- 
standing of how to deal with Indian problems. 
Invariably he seeks the counsel of Leon Grant 
in Indian cases. 

As the Center grew in popularity and needed 
larger and better quarters, they added three 
rooms upstairs, bringing the rental up to $55.00. 

The John F. Long Construction Company do- 
nated the material and labor to plaster and 
renovate the Center, installed necessary plumb- 
ing and other features. 

In 1954 the National Council withdrew its 
financial aid and a group of Phoenix business 
men assumed the responsibility. They were in 
charge for a year and in February 1955 it was 
requested that the Cook Christian Training 
School assume the responsibility of financial 
and whatever other aid the Center needed. 

Mr. Leon Grant, an Omaha Indian, is in 
charge of the Center at a salary of $250.00 a 
month. The Cook Christian Training School 
furnishes him and his family a house on its 
Campus. He is a graduate of this school. His 
wife is a Navajo and they have four children. 


LOOKING AHEAD 
At present the Center is open only until 5 
P.M. It needs additional funds to enable it 
to hire an assistant director who would take over 
in the evenings, during vacation times of the 
regular director and at other times when he must 
be away from the Center. Evenings are times 











Vol. 12, No. 11 ARIZONA MEDICINE 537 


1950 Cortone® | 1952 Hydrocortone® 





1954 ‘Alflorone’ 1955 'Hydeltra' 


DELTRA ties 


(Prednisone, Merck) 2.5 mg.-5 mg. (scored) 


the delta, analogue of cortisone 


Indications: 
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ee tt an Inflammatory skin conditions 








Rheumatoid arthritis 
Bronchial asthma 











A COMPLETE SURGICAL 
APPLIANCE SERVICE FOR 
YOUR PATIENT 


Hospital and Home calls made at your direction 
Rentals of Wheel Chairs, Walkers, Crutches, 
etc. — Supports Fitted Exactly As Prescribed 

Graduate Men & Women Fitters 
Clean Private Fitting Rooms 


Grove’s Surgical Supports 
Store 


3123 N. Central Ave. 


3% blocks north of Thomas Rd. 
Phone CR 4-5562 
PHOENIX, ARIZONA 














Phoenix Office: 4800 N. CENTRAL 
AMherst 6-5611 


Scottsdale Office: 7101 E. CAMELBACK 


WHitney 5-63.38 
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when bars and other questionable places at- 
tract those who have no other place to go. 

It is hoped that in the Fall the Center may 
have some activity for each night except Sun- 
day. These are some of the plans they have in 
mind. 

One night a week for Indian fellowship and 
prayer meetings, led by people of the various 
churches in the Valley. 

One night of movies. The Standard Oil Com- 
pany will release films to the Center when they 
can supply a projector and screen. 

One night a week for teenagers. 

One night a week for Indian Arts and Crafts 
and telling of Indian legends. 

One night a week for library. 

It is also hoped that they can fix up the base- 
ment for recreational purposes such as Ping 
Pong, Pool, Checkers or other games. The 
basement will have to be replastered and 
painted. 

APPEAL 

Some people have seen only the unpleasant 
side of the Indian. However, is it not the fault 
of the White Man that the Red Man has not 
had the advantages to help him grow into a 
desirable citizen? With understanding and edu- 
cation the Indian can climb to unheard of 
heights. One old Pima saint put it this way, 
“My white friends, you Christians are pulling 
us up out of the hole of bad living. PLEASE, 
Mr. White Man don’t let go that rope.” 

LIFE INSURANCE ASSOCIATION OF 
AMERICA, 488 Madison Avenue, New York 22, 
New York. 

The Editor-in-Chief forwarded to this office 
two pamphlets, one the Preliminary Report on 
the Annual Survey, the Extent of Voluntary In- 
surance Coverage in the United States; the other 
pamphlet consisted of a number of charts sent 
by the Health Insurance Council of this same 
agency. As has been previously reported the 
Health Insurance Council and the Life Insur- 
ance Association of America will furnish you this 
most interesting material request. 

In that voluntary health insurance coverage 
has been reported at the national level on numer- 
ous occasions on this page, and in that the Blue 
Cross and Blue Shield Committee’s reports are 
regularly published and both show phenomenal 
growth and expansion, it would seem that some 
form of local review would be of interest. 

It is entirely probable that our patients do 
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not know the amount and kind of insurance cov- 
erage that they have purchased. It occurs to us 
that good medical care of our patients must 
include obtaining for them the benefits of the 
one or more prepaid plans that they own. They 
should expect us to be more familiar with pre- 
paid voluntary medical care programs and poli- 
cies than they are, in that we have endorsed, 
recommended, and actually presented a prepaid 
insurance plan of our own. 


How can we estimate the amount of our prac- 
tice for which our patients can receive compen- 
sation from that prepaid voluntary insurance 
policies? A week's review showed that insur- 
ance coverage for office care was to all practical 
purposes non-existent. Exceptions were the in- 
dustrial cases and a few of our patients who 
were covered for laboratory procedures. For 
the time being it was decided to limit our study 
to our hospital cases. 

A call to a local hospital and the business of- 
fice of same produced interesting data. Advice 
was to the effect that of their approximately 1500 
admissions per month, 50 per cent had Blue 
Cross coverage, 30 per cent private insurance, 5 
per cent were Arizona State Industrial Cases, 
one per cent or less were paid by the Federal 
Government and less than one per cent were 
hospitalized by social agencies. 

From the above you can see that approximate- 
ly 80 per cent of persons requiring hospitaliza- 
tion were covered by voluntary prepaid insur- 
ance programs. Only 13 per cent of hospital 
admissions completely pay their own bills. 

A review of the out-patient clinic or the emer- 
gency service of approximately 100 cases per 
month, shows that 20 to 25 per cent of these 
cases are State Industrial cases, and that less 
than 20 per cent are accidents not related to em- 
ployment and paid in part by Blue Cross. Any 
estimate of the number of persons who have 
private insurance was not obtainable because in 
these cases the office insurance procedure is 
completed by the private physicians and the 
patient needs only a receipt for hospital care. 
The office did not remember any emergency 
cases coming under Federal or social agency 
care. 

Our friend in the business office of the hos- 
pital who furnished this data stated that she 
remembered just a few years ago when their 
office had very few prepaid insurance cases. 
They had many less employees then and no 























Vol. 12, No. 11 


one employee assigned to “insurance”. She 
stated that four persons now do nothing but 
complete detailed insurance reports for insurance 
companies and Blue Cross, and she estimated 
that 90 per cent of the remainder of the office 
employee’s time was taken up by insurance 
cases and insurance business. Though the in- 
surance practice in a private office appears 
small today, if our experience follows that of 
the hospital, we may look for its increase by 
leaps and bounds. A study of the national 
programs shows that there is to be an extension 
of present coverage of the private programs. 
The National Blue Cross is recommending ex- 
pansion and extension of its program and that 
of its hundreds of affiliates. Medical pay is now 
a part of the Arizona State Blue Cross and Blue 
Shield program and contract medicine, some 
say, is now ever more advanced than other pro- 
grams in our state. 

We must in the immediate future see that 
our most cooperative patients, those who have 
taken our advice and arranged to prepay their 
hospital, surgical, and medical bills, “gets his 
money’s worth”. 

AMERICAN CANCER SOCIETY, INC., ARI- 
ZONA DIVISION, 1429 North Ist Street, Phoe- 
nix, Arizona. 

A new booklet entitled, “Cancer Detection in 
the Physician’s Office”, recently reviewed by 
the Medical and Scientific staff, and endorsed 
by the Professional Advisory Committee of the 
American Cancer Society, will currently be 
mailed to all practicing Physicians in Arizona 
through the courtesy of the Arizona Division, 
American Cancer Society. 

Doctors will find this booklet well prepared, 
written in an interesting fashion and generously 
illustrated. The Arizona Division hopes it will 
prove a worthwhile addition to each Doctor's 
office in their fight against the nation’s second 
greatest killer, CANCER. 

WE'VE BEEN PLEDGED 

J.A.M.A. Feb. 19, 1955, Page 666, Organiza- 
tion Section: 

“The Board of Trustees of the American Med- 
ical Association issued a statement commending 
President Eisenhower for his Jan. 31 health mes- 
sage to Congress and has pledged continued 
support to improve the health of the nation by 
strengthening medical efforts at the state and 
local levels.” °°*Following is an extract of 


the statement released by the Board of Trustees 
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on the recommendations of Mr. Eisenhower that 
are supported in principle by the Board: 

“1. An ‘intensified attack’ on mental illness, 
which has been termed ‘the nation’s number 
one health problem’ by the A.M.A. Council on 
Mental Health.°°**This project co-sponsored by 
16 national organizations, expects to evolve 
some fundamental departure from traditional 
concepts of dealing with mental illness which 
will lead to a far more effective attack on the 
problem than has thus far been realized”. 


Statement by Dr. David B. Allman Before 
Subcommittee of House of Representatives, 
March 10, 1955, J.A.M.A., April 9, 1955, Page 
1315, Organization Section: 

Dr. Allman reports on the activities and pro- 
gram of the American Medical Association Com- 
mittee and the Committees on Mental Health 
of the State and County Medical Associations. 
He, as representative of the American Medical 
Association, outlines a program and calls for 
the establishment of cooperative relationships 
of the membership of the American Medical 
Association with other national groups in the 
field of mental health. 

“In conclusion, I wish to emphasize that the 
American Medical Association is keenly aware 
of the seriousness of the mental health prob- 
lems which exist today and is vitally interested 
in doing everything within its power to insure 
that the medical profession makes its maximum 
contribution in their solution.” 

THE ARIZONA ASSOCIATION FOR MEN- 
TAL HEALTH, Joe M. Young, President, P.O. 
Box 4664, Tucson, Arizona. 

A conference with the office of Dr. Robert S. 
Barrett, Director of the Maricopa Child Guid- 
ance Clinic, shows that on Thursday, March 10, 
1955, the Arizona Association for Mental Health 
which had been described as dormant, stirred; 
dined and reorganized. The program of the As- 
sociation for Mental Health is a unique one. 
Here a private social agency operates through 
governmental agencies, matching federal funds 
play an important part in this agency’s budget. 

The names of those private citizens who have 
assumed board and committee appointments 
are most impressive. This speaks well for the 
success of the present organization as we may 
anticipate such persons stimulating governmen- 
tal agencies to increased activity in a search 
for more federal funds to match local funds. 

President Eisenhower's interest is reported as 
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well as the pledge of the American Medical 
Association and its component associations. 

In Maricopa County at the local level the 
Maricopa County Medical Auxiliary is the con- 
tinuing force supporting the Maricopa County 
Child Guidance Clinic. 

An organization of private citizens in Pima 
County have developed and promoted the Tuc- 
son Child Guidance Clinic. Private citizens in 
Yuma and Nogales are at present in the process 
of organizing. 

From the above we can see that the success 
of this program has been pledged by medicine, 
that we have assumed individual and profession- 
al responsibility. Here is a newly organized 
social program of vital importance. Your par- 
ticipation at policy level will be welcomed. 








A doctor owes it to himself... 
to have a LOUIS ROTH OF CALIFORNIA 
in his career and social wardrobe 
When a man’s professional appearance is at stake, he can- 
not take the risk of lesser quality and fashion in his clothes, 
than a Porters suit provides. Proper and dignified appear- 
ance means the most to the professional man, so he chooses 
the finest... 


LOUIS ROTH OF CALIFORNIA 


Imported fabrics in the casual manner 
Sport coats from 75.00 . . . suits from 115.00 


Finest of fitting and personal attention. 
Proudly shown in our new Men‘s Shop 
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Downtown Store 
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DRIVE-IN PRESCRIPTION WINDOW 


PEOPLE’S DRUG STORE 


111 E. Dunlap 
WE 38-9152 — WI 3-9964 
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Don’t Let Your 


Dividends 
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Every dollar saved at First Fed- 
eral by the 10th of the month 
earns dividends from the Ist. 
Twice a year, on June 30 and 
Dec. 31, dividends are figured 
at 3% annually. Then, they are 
automatically added to INSURED 
First Federal Savings accounts. 
Play it smart and you'll net 
more dividends at First Federal. 
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THE BIBLIOGRAPHY OF EDWARD WILLIAM ADAMSON, M.D. 


This column will contain from time to time 
different episodes in the history of medicine in 
Arizona, as reflected in the stories of it’s hospi- 
tals, medical buildings, medical societies, pioneer 
doctors, etc. It is sponsored by the Committee 
on Medical History of the Arizona Medical As- 
sociation. Any contributions to this subject are 
always welcome. — ED 


“Douglas, June 11, 1955 (AP) — Dr. Edward 
William Adamson, 75, veteran Douglas phy- 
sician, has been nominated by the Cochise 
County Medical Society as the outstanding Ari- 
zona physician of 1955. 


“A practicing physician here for 50 years, Ad- 
amson has been superintendent of the County 
Hospital here since 1924.” 


— Phoenix Gazette, June 11, 1955. 





Ds. ADAMSON was born at Cass City, Mich- 
ian, on September 23rd, 1879. He was the first 
child and the only son of James Walker Adam- 
son (Scotch), and Emma Mertz (German). On 
the map of Michigan, Cass City may be found 
amidst the finest pine ever cut. In 1884 the 
Adamson family moved to Bay City, Michigan, 
located along the Saginaw River, a city made 
prosperous by 36 lumber mills. 


At the age of eleven Edward Adamson, like 
many of the boys of Bay City, went to work 
during summer vacations in the lumber mills, 
first as a tally-boy keeping score of the lumber 
as it was loaded on boats for shipment; next as 
a tail-carriage man, then scaler behind the trim- 
mers, apprentice in a machine shop, and one 
summear as chainman on a lumber surveying 
crew. One summer he was an oiler aboard a 
lake tug going to Canada for logs. 


As both of his parents were musical, Dr. Ad- 
amson’s musical education began early when 
he learned to play the cornet and clarinet. His 
father taught bands. At the age of 16 Edward 
Adamson was playing the violin publicly in 
dance orchestras, and occasionally as second vi- 
olin in the opera house orchestra. He never 


lost his love for music and after he moved to 
Douglas he organized and conducted his own 
orchestra whose members played together for 
their own amusement for over ten years. 


Dr. 


Adamson considers this orchestra as his first 
“hobby”. 

At the age of seventeen Edward Adamson 
graduated from Bay City High School where he 
had taken a mechanical course, including phy- 
sics and mathmatics in addition to courses in 
drawing and shopwork and the required high 
school curriculum. His father was a teacher 
of languages, but later became a pharmacist, so 
he insisted that Edward take four years of Lat- 
in, two of Greek, and also German. This know- 
ledge later proved excellent preparation for his 
studies in medical school. 


During the three years following graduation 
from high school, Edward Adamson worked as 
a machinist’s helper and on a surveying crew, 
and at nights he worked in a pharmacy. He made 
the acquaintance of a doctor in Bay City while 
repairing some of the electrical instruments in 
his office. Here he was allowed to read some 
of the doctor’s books and familiarize himself 
with office routine, all of which guided him in 
the selection of his life’s work. Financial ar- 
rangements by the doctor enabled the young 
man to go to medical school and in 1900 he en- 
tered the University of Michigan to study medi- 
cine. 


Because of Adamson’s ability as a draftsman 
and artist, he came to the attention of Professor 
G. Carl Huber in the department of anatomy, 
who was then occupied in writing a book on 
Histology. Adamson made the drawings for this 
book in his spare hours and on Sundays. Profes- 
sor Huber always “touched up” the drawings but 
he nevertheless gave Adamson credit for the art 
work. The two men became lifelong friends. 
Sometime later Professor Huber directed his 
young student in the construction of wax models 
of the sudoriferous glands of the skin, magnified 
700 times, showing the anatomy of the sweat- 
glands from fetus to adult. These models are still 
on display at the Medical Museum in Ann Arbor, 
Mich. 


In 1903 Professor Huber described this work 
in a volume dedicated to Dr. Victor V. Vaughn 
Dean of the School of Medicine, and entitled 
“Contributions to Medical Research”. Adam- 
son also did much of the animal surgery for 
Professor Huber’s study of nervous tissue. This 
same year Dr. Adamson received the honor of 
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Fellow of Sigma Chi. On his graduation from 
medical school he secured an internship in the 
hospital of the Calumet-Hecla Mining Company, 
Calumet, Michigan. This was considered one 
of the best assignments available. Here he ob- 
tained wide experience in all branches of prac- 
tice and the opportunity to do the actual work 
under the immediate supervision of the regu- 
lar staff members. 


On the 29th day of May, 1905, Dr. Adamson 
arrived in Douglas, Arizona, in answer to a re- 
quest by Dr. Wright who was then owner and 
chief of staff of the Calumet Hospital. He wished 
to go to Paris for a year’s post-graduate study 
and engaged Dr. Adamson as locum tenens. 
The following year when Dr. Wright returned, 
Dr. Adamson set up his own private practice 
and was very successful in every way. In ad- 
dition to general practice and obstetrics he did 
a great deal of surgery. 


The year 1910 saw the completion of the New 
Cochise County Hospital and the appointment 
of Dr. Adamson as Superintendent. He was 
sent to New York to purchase new equipment 
for the entire hospital, including everything 
needed down to the kitchen knives. Dr. Ad- 
amson remained as superintendent of the Coun- 
ty Hospital for two years, but the hospital was 
considered a political plum and for the next 
twelve years 16 different doctors held the posi- 
tion of superintendent until 1924 when the 
hospital was taken out of politics. Once again 
Dr. Adamson was asked to accept the position 
of superintendent and he has retained this posi- 
tion ever since. After much hard work and 
many disappointments the hospital was built in- 
to a really superior institution and compares 
favorably with any of similar capacity in Arizona. 


While taking some post-graduate work in lo- 
cal anesthesia at Chicago in 1924 Dr. Adamson 
met an Austrian surgeon who was demonstrat- 
ing spinal anesthesia in this country. He be- 
came interested in the technique and upon 
returning to Douglas he began to use the new 
method. To date, in about 6000 spinal anes- 
thetics, he has never had any difficulty or unto- 
ward result with spinal anesthesia. 


When Dr. Wright retired in 1926 he sold the 
Calumet Hospital to Dr. Adamson who oper- 
ated it until 1931 when the Calumet and Arizona 
Mining Company merged with the Phelps Dodge 
Corporation. 


Once again Dr. Adamson entered 
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private practice, limited to diagnosis and sur- 
gery, in association with Dr. Jack Hild. 

In 1913 Dr. Adamson attended a meeting 
of the Surgeons of North America in Chicago 
and the following year he was elected a Fellow 
of the American College of Surgeons. 

During the First World War Dr. Adamson was 
commissioned a Captain in the Medical Corps 
in 1917 and assigned to duty with the Army Air 
Force, first at Lake Charles, Louisiana, then 
Long Island, New York, and finally at Hampton, 
Va. While in the service Dr. Adamson took 30 
hours of flying time, but now he considers him- 
self too old for flying. He was promoted to the 
rank of Major and in March, 1919, honorably 
discharged from the Army and returned to his 
private practice in Douglas. 

In social, civic, and fraternal activities Dr. 
Adamson has been quite active. He has been 
a member of the BPOE since 1900 (55 year 
member), and was Exalted Ruler of Douglas 
Lodge 955 during the year 1923. He became a 
Mason in 1910 and three years later was elected 
Master of the Higher Degrees of Masonry, Chap- 
ter Royal Arch and a 32nd Degree member in 
the Scottish Rite. When the Kiwanis Club of 
Douglas was formed Dr. Adamson was a char- 
ter member and its president in 1925. He served 
on the Board of Directors of the First National 
Bank of Douglas for six years, until the Valley 
National Bank acquired the First National. He 
is a member of the Cochise County Medical 
Society, the Arizona Medical Association, the 
American Medical Association, and the South- 
western Medical Society. 

From 1912 to 1945 he was Acting. Assistant 
Surgeon U.S. Public Health Service assigned 
to duty at the Douglas Port examining aliens 
entering this country from Mexico. For 25 years 
Dr. Adamson was School Doctor for the Douglas 
public schools, work which he enjoyed very 
much, particularly since he helped eradicate the 
serious eye disease trachoma in this locality. 

He has been an ardent out of doors sportsman 
since his youth; adept at swimming, ice skating, 
semi-professional hockey, and sail-boating on the 
Great Lakes. He still enjoys hunting water fow] 
and upland birds, camping, and he has the rep- 
utation of being an excellent camp cook, attested 
to by all who have eaten his fare. 

Among his many hobbies he excels at metal 
work and carpentry, particularly in the branch 
of inlaid wood pictures. His workshop repre- 
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Convention 


Headquarters 


ARIZONA 
MEDICAL 
ASSOCIATION 


JOHN H. QUARTY 


President 


Sincere service, fine food, generations of 
“know how”, and the most complete 
recreational facilities in the state, have 
made The San Marcos winter vacation 
headquarters for America’s Finest Fami- 
lies for 43 years. 


The same features, plus the unexcelled 
accommodations for groups (including the 
specially designed new Garden Room) 
have made this famous resort the favor- 
ite of National and State convention or- 
ganizations. 





HOTEL AND BUNGALOWS 
CHANDLER, ARIZONA 














Serving Arizona 
Health Needs 
Since 1908 


Phoenix - Globe - Miami - Superior 
Casa Grande - Glendale 


Wickenburg - Tucson 


ARIZONA'S LEADING OFFICE 
FURNISHERS AND DESIGNERS 


os 





Walsh (b-104. 
Established /W/9 





FFILCE 


EQUIPMERT 





1636 NORTH CENTRAL 
(just north of McDowell) 
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sents an investment of about $16,000 in fine 
equipment, and he has several patents which 
return him sufficient royalty to maintain his 
shop. He does a great deal of photography, 
both “still” and “movie”, which takes time and 
money to continue. 


He purchased a Ranch-Orchard near Portal, 
Arizona, in 1932 where he raised apples, regis- 
tered cattle and polo ponies. He sold his ranch 
in 1953, considering it a great educational ven- 
ture but not highly successful as a financial in- 
vestment. 


He was married to Miss Florence Dillingham 
of Boston, Mass., in 1906. She died in 1924. 
Two years later he re-married, his second wife 
being Miss Anna Van Brunt Foster of New York 
City. She passed away in 1944, at Douglas. Dr. 
Adamson has no children. 


Dr. Adamson believes his life has been a great 
adventure which has yielded many things, both 
happy and disturbing, many sincere friends and 
grateful patients, for which he is duly thankful. 


Arthur E. Engelder, M.D. 
Warren, Arizona 


Hydeltra 


= SHARP 
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RADIUM and RADIUM D+E 
(Including Radium Applicators) 


FOR ALL MEDICAL PURPOSES 
Est. 1919 
Quincy X-Ray and Radium Laboratories 
(Owned and Directed by a Physician-Radiologist) 


Harold Swanberg, B. S., M. D., Director 


W. C. U. Bldg. Quincy, Illinois 








EICHENAUER 
NUTRITION CENTER 


Arizona’s Most Complete Service Institution 
Devoted To Nutrition — Established 1938 
SALT-FREE & ALLERGY FOODS 
DIEBETIC FOODS & SPECIALTIES 
FRESH FRUIT & VEGETABLES JUICES 
ALSO COMPLETE LINE OF 


Wm. T. Thompson Co. 


STANDARDIZED VITAMINS — 
Every Vitamin For Every Need 
18 S. Central 
PHONE: AL 3-2880 MAIL ORDERS FILLED 








Indications: 


2.5 mg.—5 mg. 
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Méniére’s syndrome, 
cerebral arteriosclerosis, 
fenestration surgery, 
streptomycin toxicity 


radiation therapy narcotization 





motion sensitivity in 
every form of travel — 


effective 
control of 
nausea 
vomiting 
vertigo 
associated with labyrinthine dysfunction 


BONAMINE. 


Brand of meclizine hydrochloride 


Two convenient dosage 
forms ... tasteless TABLETS 
(25 mg.) and mint-flavored, 
universally acceptable 
CHEWING TABLETS (25 mg.). 
Bonamine is ethically 
promoted. *Trademark 


7 , 
Pfizer PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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As a tranquilizing agent in office practice, 
Raudixin produces a calming effect, usually 
free of lethargy and hangover and without the 
loss of alertness often associated with barbi- 
turate sedation. It does not significantly lower 
the blood pressure of normotensive patients. 


In hypertension, Raudixin produces a 
gradual, sustained lowering of blood pres- 
sure. In addition, its mild bradycardic effect 
helps reduce the work load of the heart. 


e Less likely to produce depression 

e Less likely to produce Parkinson-like symptoms 

e Causes no liver dysfunction 

@ No serial blood counts necessary during maintenance therapy 





® Raudixin is not habit-forming; the hazard 
of overdosage is virtually absent. Tolerance R, 
and cumulation have not been reported. 


© Raudixin supplies the total activity of the ' Ph a 
whole rauwolfia root, accurately standard- ‘KR. 
ized by a rigorous series of test methods. / 0° # 0° 
The total activity of Raudixin is not ac- 79, i / ; uu 
counted for by its reserpine content alone. 4 A 





. . f 
Supply: 50 mg. and 100 mg. tablets, bottles Gy 
of 100 and 1000. 


*Ataractic, from ataraxia: calmness untroubled by mental or emotional 














excitation. (Use of term suggested by Dr. Howard Fabing at a recent 
meeting of the American Psychiatric Association.) SQUIBB 


“aavoonm’® 1s A cquise TRADEMARS 
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Significant advantages of 


CARNATION INSTANT WHEAT 


in the Basic Cereal Breakfast 


Cocnctten Instant Wheat provides all the 
natural whole wheat values including B-vita- 
mins, protein, phosphorus and iron—in natural, 
unharmed form. The low-heat processing in no 
way “denatures” the protein, sometimes ad- 
versely affected by the high-heat processing of 
most types of ready-to-eat cereals. 


The University of Iowa Breakfast Studies* 
clearly demonstrated the importance of a good 
breakfast in maintaining mental acuity as well 
as physical work output; and the equal effi- 
ciency for such maintenance of the basic cereal 
breakfast and the basic bacon and egg break- 
fast supplying the same amount of calories. 


In encouraging better breakfasts, the physi- 
cian may well include the basic cereal breakfast 
for variety and economy. In such breakfasts, 
Carnation Instant Wheat provides definite ad- 
vantages compared to ready-to-eat cereals or a 
“toast and coffee” breakfast. 





















ALL THE WHOLE GRAIN VALUES 
Per weight measure compared to enriched flour, 
Carnation Instant Wheat makes a significantly 
greater contribution in protein, phosphorus, 
iron, thiamin, nicotinic and pantothenic acid 
and pyroxidine. Therefore, additional enriched 
toast is not a nutritionally equal substitute for 
Carnation Instant Wheat in the basic cereal 
breakfast. 


DELICIOUS, EASY TO PREPARE 
Carnation Instant 
Wheat is rolled extra- 
thin and partially 
pre-cooked—cooks 

in “no time.” It brings 
out the delicious 
nut-like flavor of 
natural whole wheat. 


FOR LOW SODIUM DIETS 

An average serving (1 oz. dry) contains not 
more than 1.4 mg. sodium. Thus Carnation 
Instant Wheat is suitable for low sodium diets 
and is frequently preferred over ready-to-eat 
cereals, which generally contain added salt. 



































IOWA BREAKFAST STUDY 
BASIC CEREAL BREAKFAST 
WEIGHT OF 
ITEM SERVING PROTEIN ENERGY 
gm. gm. calories 
Fruit 77 0.4 68 
Cereal (dry wt.) 30 3.2 110 
Enriched White Bread 
(toasted) 50 4.2 130 
Sugar 10 07 40 
Butter 10 0.1 73 ; 
Whole Milk 480 16.9 330 ‘f 
PE ae ccncds 750 Fat (gm.)........ 28 
Protein (gm.)... . . 25 Carbohydrate .... 100 








* Literature available upon request. 

Address Nutritional Research Dept., 

Albers Milling Co., A Division of Carnation Co 
5045 Wilshire Bivd., Los Angeles 36, Colif. 
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Pork in the Dietary 


During Pregnancy and Lactation 


Eanes NUTRIENTS are required in 
greater than normal amounts during 
pregnancy and lactation. Pork meat, 
though its cost is low, supplies a remark- 
ably high quantity of the nutrients re- 
quired by the maternal organism in 
these periods of physiologic need. 

During pregnancy the maternal or- 
ganism may store 3.3 to 5.5 pounds of 
protein in excess of that contributed to 
fetal tissue.! Enough iron is stored to 
approximate the entire amount secreted 
in the milk during 9 months of lactation, 
in addition to the iron supplied to the 
fetus.” 

The body of the newborn infant con- 
tains approximately 500 grams of pro- 
tein, 14 grams of phosphorus, and 0.5 
gram of iron.’ It is estimated that the 
lactating mother, through breast milk, 
provides a 26 week old infant with about 
12 grams of protein, 76 grams of lactose, 
and 1.2 mg. of iron each day.? 


Pork meat, an excellent source of 
high quality protein, thiamine, niacin, 


Percentages of Recommended Daily Dietary Allowances* for Pregnant (3rd Trimester) 


and iron,‘also supplies valuable amounts 
of other B vitamins, as well as phos- 
phorus, magnesium, and potassium. 
The thiamine content of pork is particu- 
larly important, since there are few 
more valuable food sources of this vi- 
tamin.‘ 

Pork and pork sausage—economical, 
good tasting—are valuable components 
of the dietary of the pregnant or lactat- 
ing woman. Just how valuable, is shown 
in the table below. 


1. Toverud, K.U.; Stearns, G., and Macy, I.G.: Maternal 
Nutrition and Child Health, an Interpretative Review, 
Washington, D.C., National Research Council, Bull. 123, 
1950. 

2. McLester, J.S., and Darby, W.J.: Nutrition and Diet 
in Health and Disease, ed. 6, Philadelphia, W.B. Saunders 
Company, 1952, p. 241. 

3. Marrack, J.R.: Food and Planning, London, Victor 
Gollancz, Ltd., 1943, p. 67. 

4. Wolgamot, I.H., and Fincher, L.J.: Pork Facts for Con- 
sumer Education, Washington, D.C., United States De- 
partment of Agriculture, AIB No. 109, 1954. 

5. Watt, B.K., and Merrill, A.L.: Composition of Foods— 
Raw, Processed, Prepared, Washington, D.C., United 
States Department of Agriculture, Agricultural Handbook 
No. 8, 1950. 

6. Bowes, A. deP., and Church, C.F.: Food Values of 
Portions Commonly Used, ed. 7, Philadelphia, Anna 
dePlanter Bowes, 1951. 
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and Lactating Women Provided by 3-Ounce Portions of Cooked Pork Meats and Pork Sausage 
, PREGNANCY (3rd trimester) 

Protein Iron Phosphorus Thiamine Riboflavin Niacin Calories 
Ham, without bone, 3 0z., cooked5 25.0% 17.3% 13.5% 30.0% 10.0% 26.7% 12.5% 
Pork Chops, without bone, 3 0z., cooked® 25.0% 17.3% 13.3% 47.3% 10.0% 28.7% 10.5% 
Pork Sausage, 3 0z., cooked® 17.3% 140% 9.2% 27.1% 10.1% 185% 147% 

LACTATION 

Ham, without bone, 3 0z., cooked> 20.0% 17.3% 10.1% 30.0% 8.0% 26.7% 10.2% 
Pork Chops, without bone, 3 0z., cooked5 20.0% 17.3% 10.0% 47.3% 8.0% 28.7% 8.6% 
Pork Sausage, 3 0z., cooked® 13.8% 14.0% 6.9% 27.1% 8.1% 18.5% 12.0% 





The nutritional statements made in this advertise- 
ment have been reviewed and found consistent with 
current medical opinion by the Council on Foods 
and Nutrition of the American Medical Association. 


American 


Meat 


*Recommended Dietary Allowances, Washington, D. C., National Academy of Sciences—National Research Council, Publication 302, 1953 


Institute 


Main Office, Chicago... Members Throughout the United States 
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«Nox | Protein Previews 


Brittle, fragile or laminating fingernails are the 
bane of many a woman’s existence. Yet this 
highly prevalent and distressing condition often 
has gone uncontrolled for lack of effective ther- 
apy. Now, you can promise these patients sub- 
stantial relief in a large percentage of cases. 
In a recent study’ that confirmed previous 
work? Knox Gelatine was. used to treat 36 
women with fragile, brittle, laminating finger- 
nails. The response was most gratifying. Except 
for three patients who discontinued the therapy, 
three diabetics, and two women who had con- 
genital deformities, the splitting ceased and all 
other patients were able to manicure their nails 
to a full point by the time the study ended. 
Optimal dosage proved to be one envelope (7 
grams) of Knox Gelatine administered daily for 





three months. Improvement, however, was noted 
after the first month. If you would like more 
complete details of this work, just use the coupon. 


1. Rosenberg, S. and Oster, K. A., “Gelatine in the Treatment of 
Brittle Nails,”” Conn. State Med. J. 19:171-179, March 1940. 
2. Tyson, T. L., J. Invest, Dermat. 14:323, May 1950. 


Chas. B. Knox Gelatine Company, Inc. 
Professional Service Dept. SJ-11 

Johnstown, N. Y. 

Please send me a reprint of the article by Rosenberg 
and Oster with illustrated color brochure. 

YOUR NAME AND AUDURESS 
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The Southwest’s Foremost 
MEDICAL-DENTAL CENTER 





PROFESSIONAL 


BUILDING 














A modern, streamlined structure . . . in the heart 
of the downtown shopping district . . . attracts 
patients from every point of the compass . . . im- 
mediately accessible to banks, stores, legal firms, 
theaters and restaurants . . . adjacent to all 
transportation facilities . . . one of the best 
known landmarks in the Valley of the Suni 


MONROE AT CENTRAL 


Free one-hour validated park- 
ing at VNB Car-Park, First St. 
and E. Van Buren, for patients 





Indications: 


2.5 mg.—5 mg. 
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Professional X-Ray and Clinical Laboratory 


507 Professional! Bldg. 
Phoenix, Arizona 
Phone ALpine 3-4105 


AND 


Medical Center X-Ray and Clinical Laboratory 


1313 North 2nd Street 
Phoenix, Arizona 
Phone ALpine 8-3484 
DIAGNOSTIC X-RAY X-RAY THERAPY 
RADIUM THERAPY 
CLINICAL PATHOLOGY TISSUE PATHOLOGY 


ELECTROCARDIOGRAPHY BASAL METABOLISM 


R choo bh en ™. D,, iedee John W. Kennedy, MD, Radiologist 
W | | Wathins, MD, Radiologist 


Diplomates of American Board of Radiology 
Lorel A. Stapley, M.D., Consultant Pathologist 











Professional X-ray and Clinical 
G. O. HARTMAN, M.D. ssio y and Clinic 
Laboratory 
PATHOLOGICAL LABORATORY Successor To 
PATHOLOGICAL LABORATORY 
1608 N. Norton Avenue Phone: 6-3125 507 Professional Bldg. 
Phoenix, Arizona 
TUCSON. ARIZONA Phone ALpine 3-4105 


DKS. FOSTER, WATKINS and KENNEDY 








ARIZONA SOCIETY OF MEDICAL CENTER X-RAY AND 
MEDICAL TECHNOLOGISTS CLINICAL LABORATORY 


Placement service for all physicians and hospitals 
requiring registered (ASCP) medical technologists. m 
. ix, Ari 

Mrs. Marian Hannah, M.T. (ASCP) ee See 
Placement Director Phone ALpine 8-3484 


507 Professional Building 
Phoenix, Arizona 


1313 N. Second St. 


DRS. FOSTER, WATKINS and KENNEDY 
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DRUGGISTS’ Dezectovy 





MEDICAL SQUARE PHARMACY 


PRESCRIPTION SERVICE 


P. M. Corke Phone 5-3371 
1616 No. Tucson Blvd. — Tucson, Arizona 











FELSHER PRESCRIPTION 
PHARMACY 
Sick Room Supplies — Vitamins 
650 N. First Avenue — Phone ALpine 3-2070 
Phoenix, Arizona 






ALpine 3-2148 


c ’ 
DRUG CO. Y 2 


Central Ave. at McDowell 














PULLINS 
Prescriptions 
400 E. Glendale 
Phone YE 7-9848 
Glendale, Arizona 


EVERYBODY’S DRUG COMPANY 


Prescription Druggists 
Phones: WO 4-4587 — WO 4-4588 
Mesa, Arizona 














Open 8 A.M. to 11 P.M. Daily & Sunday 


Broadway Village Drug Store 
PHONE 5-2631 
Broadway at Country Club Road 
(Free Delivery) 
TUCSON ARIZONA 


STONE AND 3RD PHARMACY 
749 N. Stone — Phone 3-6041 


ENCANTO PARK DRUG CO. 
3352 E. ee ~ Taeee 5-3102 














JOHNSON’S DRUG STORE 
PRESCRIPTIONS 
“Service you will like” 


Corner Speedway and Park Avenue 
Phone 2-8865 Tucson, Arizona 


MODERN RX PHARMACY 
TELEPHONE 20 


NOGALES ARIZONA 











Your Prescription Store 


DIERDORF PHARMACY 
Phone BR 5-5212 

2315 N. 24th St. 

Milburn F. Dierdorf 


Phoenix, Arizona 


GUILBERT’S PHARMACY 
Gila Bend — Arizona 
Oliver Wendell Guilbert, PH C 


Amy Norris Guilbert BS 
Lionel Ward Guilbert, BS 











SUNNYSLOPE DRUG STORE 
8950 N. 7th Street — Phone WI 3-4312 


RALPH’S DRUG STORE 


303 W. Hatcher Road — Phone WI 3-4501 
Sunnyslope, Arizona 














CROWN DRUG INC. 
RELIABLE PRESCRIPTIONS 


3 Locations 
1. 1838 Grand Ave. (at Six Points)—AL 3-6628 
2. 6025 N. 7th Street—CR 4-7722 
8. 1802 E. Indian School Road—AM 5-3456 


Phoenix, Arizona 
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Where Your Doctor Speaks and Your Druggist Serves 
SIMON’S DRUGS 


Prescriptions @ Hospital Supplies e Sick Room 
Supplies e Pharmaceuticals e Baby Needs 
Trusses @ Crutches @ Abdominal Supports 


2829 W. Van Buren—Phones AP 8-1611 - AP 8-2662 
Phoenix, Arizona 
Ample Parking Space — City-wide Free Delivery 


LAIRD & DINES 


The REXALL Store 


Reliable Prescription Service 


WOodland 7-2922 Mill Ave. & 5th 


Tempe, Arizona 











WAYLAND’S 


* 


PRESCRIPTION PHARMACY 


13 E. Monroe Street 
Phone Alpine 4-4171 


PHOENIX, ARIZONA 
* 


FREE DELIVERY 


Phone AL 2-6656 


PHOENIX MEDICAL PHARMACY 


PRESCRIPTIONS FILLED AT ALL TIMES 
WHEN CLOSED PLEASE CALL AM 5-5753 


Andy De Hart, Pharmacist 
1422 East McDowell — Phoenix, Arizona 


e Free Delivery 
eAmple Parking Facilities 








WINDSOR SQUARE PHARMACY 


Sick Room Supplies — Drug — Sundries 


Fountain Service — Free Delivery 


5013 N. 7th St. — AMherst 5-0185 — Phoenix 




















MAZA DRUGS 


Expert Prescriptions — Medical Supplies 
Cosmetics — Films — Fountain Service 


Ken Crum, Owner 


4975 N. Central Avenue — Phone AM 5-1675 
Phoenix, Arizona 


If No Answer Call AM 5-9875 








ie 


4 


tr 
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OLSON PROFESSIONAL DRUGS 
PRESCRIPTIONS 


Free Immediate Delivery 
Phone APlgat 8-2162 
3125 W. Van Buren APigat 8-2162 
5524 N. 7th Ave. CRstwd 4-9052 





’ 

SRUTWA PHARMACY 
Phone CRestwood 4-0640 

“In Emergency Call Day or Night” 


Cas. H. Srutwa —P.C. Srutwa 
4234 E. Indian School Road 
PHOENIX, ARIZONA 








5 THE MEDICINE CHEST 


5030 N. Central 





Phoenix, Arizona 
PHONE AM 5-7841 
WE DELIVER 








Gn Sreettodale call 


Lute’s Scottsdale Pharmacy 
For 
PRESCRIPTIONS 
WH 5-8281 — WH 5-5521 
Next to the Ist National Bank 








STONE’S COMMUNITY DRUG 
J. F. Stone, Registered Pharmacist 
For Night Emergency Call CR 4-0529 
6200 N. 7th St. — AM 6-8343 
PHOENIX, ARIZONA 











THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 


write to 


ARIZONA MEDICINE 


321 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 





DOCTORS’ Dececlory- 





DOCTORS CENTRAL DIRECTORY 


Minnie C. Benson, R.N., Manager 
For Emergencies cr in Absence of Your Doctor 
CALL 5-1551 
At Your Service 24 Hours Daily 


E. Hedrick Dr. Tucson, Arizona 


“Established 1932” 


DOCTORS DIRECTORY ESTABLISHED 
1920 


ALpine 3-4189 


Emergency calls given special attention. We will 
locate your doctor before or after office hours. 
BERTHA CASE, R.N., Director 


ADA JOY CASE 
1541 East Roosevelt 
Phoenix, Arizona 








NURSES’ DIRECTORY 





DISTRICT NO. 1 
ARIZONA STATE NURSES ASS’N 


MRS. MARJORIE E. KASUN, R.N. 
Registrar 


Nurses’ Professional Registry 
703 Professional Bldg. — Phoenix — ALpine 4-415] 





ORTHOPEDIC DIRECTORY 














We Make All Types Of Orthopedic Adjustments 
DOCTOR’S PRESCRIPTIONS FILLED 


Trince Orthopedic Shoe Shop 
1015 East Sixth Street 
Near Park Avenue 


Dial 3-0382 Tucson, Arizona 
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COUNTRY MANOR NURSING 
HOME 


(Minta Melander, operator) 





Bed - Convalescent - Recuperating Patients 


Telephone — WH 5-5505 
2815 N. 48th St. — Phoenix, Arizona 








GLENDALE NURSING HOME 


Arizona newest, modern nursing home. 


e Convalescent 

e Custodial 

e@ 24 Hour Nursing Care 

e Special Diets. Quiet. 

Lat. 16% and Glendale Avenue 


Phones: AMherst 6-7001 — YEllowstone 7-7064 


Glendale, Arizona 
(Ray and Ruth Eckel) 


ALCOHOLISM 


A hospital equipped and staffed for the accommo- 
dation of those patients in whom over indulgence in 
alcoholic beverages has created a problem. 


OPEN STAFF to members of the Arizona Medical 


Association. 


POLLEN FREE REFRIGERATED AIR 
CONDITIONING FOR YEAR ROUND COMFORT 


The Franklin 
Hospital 


Hospital License No. 71 
Registered A.M.A. 
Member A.H.A. 


367 No. 2lst Avenue 
PHOENIX, ARIZONA 


Phone - Day or Night - AL 3-4751 














HIGHLAND MANOR 


© Convalescent. 

e Personalized Diets. 

e 24 Hour Nursing Care. 

© Located in a Quiet Zone. 


1411 E. Highland Ave. Phoenix, Arizona 
Telephone AM 5-2552 


UNGER REST HOME 
Aged — Convalescent — Senile 
Post-Operative 
All Types Non-Contagious Cases 
Trained Medical Staff 24 Hours — A-1 Rating 
1106 E. Whitton Phone AM 5-4424 
Phoenix, Arizona 











THE BYAM REST HOME 


e Home-like Atmosphere. 

e Ambulatory — Aged — Bed Patients. 
@ Excellent Food. 

e@ Quiet Surroundings. 

e@ 24 Hour Service. 


827 East Adelaide Dr. — Telephone 4-7632 
Tucson, Arizona 











BUTLERS REST HOME 


e Bed Patients and Chronics. 
e Excellent Food. 
© Television. 
e State Licensed 
e 24 Hour Nursing Care 
802 N. 7th St. Phoenix, Arizona 


Telephone AL 3-2592 











HILLCREST SANATORIUM 


om and Convalescents only. 
Cheerful Private Rooms. 

Reasonable Rates. 

e 24 Hour Nursing Service. 

e Non-Contagious — Non-Alcoholics — Non-Addicts 


Phone 4-1562 
No. 3rd Ave. & Adams 


Tucson, Arizona 
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Hilton Rest Home 


Where “Patients Are People” 
Aging folks and convalescents are often a serious prob- a chance, they come to prefer association with others of 


lem — to themselves and to their families. their same age and circumstances. } 
Patients enjoy the out-of-doors in our warm sunny cli- 


They need constant, experienced care, — friendliness and mate. They quickly acquire a relaxed sense of well-being 
understanding — a mild climate and special diets. Given and friendly companionship at HILTON’S. 


Hilton’s Rest Home Offers Kind and Understanding Care 
A New 22 Bed Unit — Cooled by Refrigeration Has Recently Been Added To Our Facilities. 


@ State and City Licensed e@ No Tubercular or Other Contagious Cases 
e Staffed by Licensed Nurses Accepted 
e Private and Semi-Private Rooms with e Reasonable Rates 

Toilets and Bath @ Quiet Location 


1031 North 34th Street (P. O. Box 1973) Phoenix, Arizona 
Telephone BRidge 5-0121 























FIVE STAR LOCATION 
xkkxeke«xk 

The Wilcox is convenient to: 

BROADCASTING STUDIOS 

TELEVISION STUDIOS 












+ 

* 

%& HOLLYWOOD BOWL 

%& ALL HOLLYWOOD THEATRES 

%& GREYHOUND AND SANTA FE 
HOLLYWOOD BUS STATIONS 

u * 


























proof building. No tip ing. 
Convenient parking. Free 
Radio and T.V. admission 
tickets for our guests. 






































Vol. 12, No. 11 


DOCTORS OFFICE FOR RENT 


ARIZONA MEDICINE S9A 


LINEN SUPPLY DIRECTORY 





OFFICE SPACE AVAILABLE 


Camelback Medical Center 
31 W. Camelback Rd. Phoenix, Arizona 
For Information Call 


CR 4-2481 








Phoenix Linen & Towel Supply 
Home Owned & Operated 
“Serving the Medical Profession for 35 Years’ 
Phone Alpine 8-8638 
702 S. 3rd St. — Phoenix, Arizona 














MEDICAL SUPPLY DIRECTORY 








Arizona Medical Supply Co., Inc. 
Phone 3-7581 
1027 E. Broadway — Tucson, Arizona 


Verna E. Yocum, Pres. George F. Dyer, V. Pres. 
M. O. Kerfoot, Sec. 





EQUIPMENT FOR SALE 





FOR SALE 
14” Castle Sterilizer Excellent Condition 
Automatic Cut-Off - Traded in for “Melag” 
Hot Air Autoclave 


SEE OUR AD IN THIS ISSUE 
CR 4-4578 











REALTY AND INSURANCE 











! 
POLIO 


‘ant licked yet! 


Shin the 
MARCH OF 
DIMES 


Sanuary 3 to 3/ 








IDANA\ NICHIOLS 


Realty and Insurance 


QUALITY HOME SPECIALIST 


1100 E. Missouri AMherst 5-4625 
CRestwood 4-5341 


PHOENIX, ARIZONA 








For Investment and 
Ranch Properties 


See Cave Creek's Oldest 
Established Realtors 


Cave Creek Realty 


Box 2 --- Phone 7 








Lane Title & Trust 
Company 


Phoenix, Arizona 
113 West Monroe Street 
Phone Alpine 8-4821 
NORTH CENTRAL OFFICE 
4739 North Central Avenue 
Phone AMherst 5-474] 
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SANATORIUM 








Open Medical Staff 


5055 North Thirty-Fourth Street 
At Camelback Road 


AM 6-7238 Phoenix, Arizona 


REPORT TO THE PROFESSION 


Since opening Camelback Sanatorium on March 1, 1954, 
the following progress has been made: 

1) An insulin unit has been established with facilities 
for the treatment of 12 women and 6 men with deep 
insulin therapy, under constant supervision of specially 
trained nurses. 

2) An occupational and physical therapy unit has been 
created under the direction of a qualified therapist. A 
swimming pool has been installed. 

3) Most of the buildings have been sound-proofed, and 
one section has been equipped with a refrigeration unit. 
4) Weekly breakfast meetings are being held Tuesdays 
from 8:00 to 9:00 a.m., with discussions on psychiatric 
and related subjects by the local psychiatrists and other 
physicians. All physicians are cordially invited to attend. 


Phoenix Iretitute of 
Neurology & Paychiatry 
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OTTO L. BENDHEIM, M.D. 
1515 North Ninth Street 
PHOENIX, ARIZONA 


Diplomate of the American Board of 
Psychiatry and Neurology 


Phone AL 8-2607 








ROBERT L. BEAL, M.D. 
Practice Limited to Psychiatry and Neurology 


Park Central Medical Building 
550 W. Thomas Road — 234 Patio D 
Phone CR 4-6711 
Phoenix, Arizona 








RICHARD E. H. DUISBERG, M.D. 


Diplomate American Board of Neurology and 
Psychiatry 


T. RICHARD GREGORY, M.D. 


Neurology and Psychiatry 


AL 3-6701 — AL 2-4542 
1313 No. 2nd St. — Phoenix, Arizona 


KENNETH G. REW, M.D. 
550 W. Thomas Road — 102 Patio A 
Phoenix, Arizona 


Diplomate of the American Board of 
Psychiatry and Neurology 


Phone CR 4-9596 





Plastic and Reconstructive Surgery 





EDWARD BLANK, M.D. 
733 West McDowell Road 
Phoenix, Arizona 


Member, American Psychiatric Association 
Member, New England Society for Psychiatry 
Practice Limited to PSYCHIATRY, NEUROLOGY 
& PSYCHOPHYSIOLOGIC MBDICINE 








Telephone AL 2-7388 — If No answer AL 3-4189 


HOWARD C. LAWRENCE, M.D. 
F.A.C.S. 
Diplomate of the 
American Board of Plastic Surgery 
709 Professicnal Building 
15 E. Monroe Street Phone ALpine 8-410! 
Phoenix, Arizona 








EYE, EAR, NOSE and THROAT 





ROBERT F. LORENZEN, M.D. 
B.Sc., M.Sc. (Med.) 


Practice limited to Ophthalmology 
Park Central Medical Building 
550 W. Thomas Road (139 Patio D) 


Phone AM 5-2701 Phoenix, Arizona 


BERNARD L. MELTON, M.D. 
F.A.C.S., F.LC.S., EYE, EAR, NOSE and THROAT 
Certified by American Board of Ophthalmology 
Certified by American Board of Otolaryngology 
Certified by International College of Surgeons 


GORDON J. McCURDY, M.D. 


Certified by American Board of Otolaryngology 
Fellow of American College of Allergists 
Eye, Ear, Nose, Throat, Fenestration and Allergy 
605 Professional Bldg. Phone ALpine 3-8209 
PHOENIX, ARIZONA 





ANESTHESIOLOGY 








DOUGLAS W. FRERICHS, M.D. 
Diplomate American Board of Otolaryngology 
EAR, NOSE, AND THROAT 
RHINOPLASTIC SURGERY BRONCHOSCOPY 
11380 E. McDowell Rd. — Phone ALpine 4-5068 
Phoenix, Arizona 





LOUISE BEWERSDORF, M.D. 
HERMAN BEWERSDORF, M.D. 
ANESTHESIOLOGY 


Park Central Medical Bldg. 
Phone CR 4-5674 

550 W. Thomas Road — 24 R 
Phoenix, Arizona 
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UROLOGY 
ROBERT H. CUMMINGS, M.D. Ww. G. SHULTZ, M.D., F. A. Cc. Ss. 
Diplomate of the American Diplomate of The American 
Board of Urology Board of Urology 
Park Central Medical Bldg. E. R. UPDEGRAFF, M.D. 
Phone CR 4-4912 
550 W. Thomas Road — 207 Patio A 1010 N. Country Club Road 
Phoenix, Arizona Telephone 5-2609 Tucson, Arizona 
PAUL L. SINGER, M.D., F. A. C. S, DONALD B. LEWIS, M.D. 
Certified American Board of UROLOGY 
UROLOGY Certified by the American Board of Urology 
1313 N. Second Street Phone ALpine 3-1739 123 So. Stone Ave. Phone 2-7081 
PHOENIX, ARIZONA Tucson, Arizona 
ALLERGY 
H. M. PURCELL, M.D. 
, E. A. GATTERDAM, M.D. 
Diplomate of the American Board of Urology - 
Park Central Medical Building ALLERGY 
550 W. Thomas Road 15 E. Monroe St., Professional Bldg. 
Phone CR 4-5202 Office Hours: 11 A.M. to 5 P.M. 
Phoenix, Arizona Phoenix, Arizona 
PROCTOLOGY 
WALLACE M. MEYER, M.D. DAVIS I. ARNOW, M.D. 
PROCTOLOGY Practice Limited to Allergy 
Park Central Medical Bldg. 
Phone CR 4-5632 
550 W. Thomas Road — 216 Patio B 1130 E. McDowell Road Phone AL 2-5323 
Phoenix, Arizona Phoenix, Arizona 
JAMES T. JENKINS, M.D. THIS SPACE FOR SALE 
Fellow American Proctologic Society FOR menbemesteaes AND RATES 
Fellow American College of Surgeons write to 
Fellow International College of Surgeons ARIZONA MEDICINE 
Practice Limited to Diseases of the Anus, Rectum 
and Colon 321 Heard Bldg. 
903 Professional Building Phone ALpine 2-4884 
Phoenix, Arizona — Phone AL 2-2822 PHOENIX, ARIZONA 
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ROBERT S. FLINN, M.D. 


INTERNAL MEDICINE JESSE D. HAMER, M.D. 

















CARDIOLOGY and ELECTROCARDIOGRAPHY F.A.C. P. 
Park Central Medical Bldg. INTERNAL MEDICINE 
Phone CR 4-1443 CARDIOLOGY 
: Suit 910 Phoenix 
550 W. Thomas Road — 217 Patio B 15 E. Monroe St. pe sno 
Phoenix, Arizona 
FRANK J. MILLOY, M.D. JOSEPH BANK, M.D. 
F. A.C. P. Diplomate of 
Diplomate of the American Board of American Board of Internal Medicine 
Internal Medicine American Board of Gastroenterology 
INTERNAL MEDICINE GASTROENTEROLOGY, GASTROSCOPY 
611 Professional Building . . ; : : 
Phone ALpine 2-0142 800 North First Avenue Phone: ALpine 4-7245 
Phoenix, Arizona PHOENIX, ARIZONA 
ROBERT E. RIDER, M.D. LESLIE B. SMITH, M.D. 
INTERNAL MEDICINE Diplomate American Board of Internal Medicine 
RLBCIROCARDEOCRAPEY 1130 E. McDowell Rd. Phone AL 8-0044 
Del Sol Hotel Bldg. Phone SU 38-3721 (Formerly 926 E. McDowell Rd.) 
Yuma, Arizona Phoenix, Arizona 





GYNECOLOGY AND INFERTILITY GYNECOLOGY & ENDOCRINOLOGY 





BYRON BUTLER, M.D. JOSEPH B. RADDIN, M.D. 
Med. Sc.D in Ob. & Gyn. (Col. Un.) Practice limited to 
Radical Pelvic Surgery MEDICAL GYNECOLOGY & ENDOCRINOLOGY 


Reconstructive Pelvic Surgery 
Phone: CR 4-6371 — 550 W. Thomas Rd. oe nen Deng 
aca 2 15 E. Monroe — Phoenix, Arizona 
Phoenix. Arizona Phone ALpine 2-3577 





OBSTETRICS AND GYNECOLOGY DERMATOLOGY 





GEORGE K. ROGERS, M.D. 


Diplomate of American, Board of 
Dermatology and Syphilology 


HELEN M. ROBERTS, M.D. 


1838 8th Avenue — Phone SUnset 3-9322 DERMATOLOGY 
Phone ALpine 3-5264 


105 W. McDowell Road Phoenix, Arizona 


HAROLD N. GORDON, MD. 


OBSTETRICS AND GYNECOLOGY 


Yuma, Arizona 
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SURGERY 





EDWARD L. KETTENBACH, M.D., 
F.A.C.S., F.1.C.S. 
SURGERY 
Diplomate American Board of Surgery 


2324 North Tucson Blvd. Phone 5-2605 
Tucson, Arizona 


DELBERT L. SECRIST, M.D., 
F.A.C.S. 


123 South Stone Avenue 
Tucson, Arizona 
Office Phone 2-3371 Home Phone 5-9433 








H. D. KETCHERSIDE, M.D. 
SURGERY and UROLOGY 


800 North First Avenue 
Phone ALpine 4-7245 


Phoenix, Arizona 





THOMAS H. BATE, M.D. 
F.A.C.S., F.1.C.S.M.Sc. (Surgery) 
PRACTICE LIMITED TO SURGERY 
Diplomate American Board of Surgery 


15 E. Monroe — Office Phone ALpine 4-3326 
Phoenix, Arizona 








DONALD A. POLSON, M.D., M. Sc. 
GENERAL SURGERY 
Certified by the American Board of Surgery 
550 W. Thomas Road 
Phone CRestwood 4-2081 
Phoenix, Arizona 








D. W. MELICK, M.D. 


THORACIC SURGERY 
The Professional Building 


Phoenix, Arizona 





ORTHOPEDIC SURGERY 





GEORGE L. DIXON, M.D., F.A.C.S. 


PHILIP G. DERICKSON, M.D. 
ORTHOPAEDIC SURGERY 


Diplomates of the American Board 
of Orthopaedic Surgery 


744 N. Country Club Road Telephone 5-1533 
TUCSON, ARIZONA 





GEO. A. WILLIAMSON, M.D., 
F.A.C.S. 


Diplomate American Board of Orthopaedic Surgery 


LEO L. TUVESON, M.D. 
Orthopaedic Surgery 
Park Central Medical Building 
550 West Thomas Road — 116 Patio C 
Telephone CRestwood 4-5459 — Phoenix, Arizona 











ROBERT E. HASTINGS, M.D., 
F.A.C.S. 
ROBERT W. WEBER, M.D. 


ORTHOPAEDIC SURGERY 
Diplomate American Board of Orthopaedic 
Surgery 
1014 N. Country Club 
TUCSON, ARIZONA 





General Surgery & Obstetrics 











HUGH DIERKER, M.D. 


General Surgery and Obstetrics 


24 West Birch 
Flagstaff, Arizona 


Phone 1106 
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RADIOLOGY 





GOSS - DUFFY LABORATORY 
X-RAY AND CLINICAL DIAGNOSIS 


316 West McDowell Road 
Phoenix, Arizona 


DRS. FOSTER, WATKINS 
AND KENNEDY 


Diplomates of 
American Board of Radiology 
Diagnostic Roentgenslogy 
X-ray and Radium Therapy 
507 Professional Bldg. 1313 N. Second St. 
Phone ALpine 3-4105 Phone ALpine 8-3484 
Phoenix, Arizona 











DRS. HAYDEN, PRESENT, WELSH 
AND HILEMAN 
Diplomates of 
American Board of Radiology 
DIAGNOSTIC ROENTGENOLOGY 


23 East Ochoa 
Tucson 


MARCY L. SUSSMAN, M.D. 
F.A.C.R. 


Diplomate of American Board of Radiology 


DIAGNOSTIC RADIOLOGY 
THERAPEUTIC RADIOLOGY 
RADIOISOTOPES 


1130 E. McDowell Rd. 
Telephone ALpine 8-1601 
Phoenix, Arizona 











CLINIC 





NELSON CLINIC 


DONALD E. NELSON, M.D. 
WARREN J. NELSON, M.D. 
DARRELL D. CLUFF, D.D.S. 


503 Fifth Avenue 
SAFFORD, ARIZONA 





DOUGLAS D. GAIN, M.D. 
ERNEST H. PRICE, M.D. 


Diplomates of American Board of Radiology 
X-Ray Therapy and Diagnosis 
Radium Therapy 
Radioactive Isotopes 


AL 8-8435 AL 8-7531 
1130 N. Central Ave. — Memorial Hospital 





MALIGNANT DISEASE 





J. T. O‘NEIL, M.D. 
R. F. SCHOEN, M.D. 
H. B. LEHMBERG, M.D. 
W. H. FORD, M.D. 
R. F. LAMB, M.D. 


Casa Grande Clinic Phone 4495 
Casa Grande, Arizona 














JAMES M. OVENS, M.D. 
F.A.C.S. F.1.C.S. 


Diplomate American Board of Surgery 
Cancer and Tumor Surgery 
X-ray and Radium Therapy 


608 Professional Bldg. Phone ALpine 8-8074 
Phoenix, Arizona 








CHIROPODISTS 








R. WINFIELD ROSENQUIST, M.D. 
DONALD E. GOLEY, M.D. 


SCOTTSDALE CLINIC 


WHitney 5-6422 — 359 S. Scottsdale Rd. 











JULIUS CITRON, D. S. C., 
A. C. F. S. 
TREATMENT OF THE FOOT 
311 West McDowell Rd. 
Phoenix, Arizona 


ALpine 2-9312 
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THE ORTHOPEDIC CLINIC 


For the Treatment of Fractures, Diseases and Surgery of 
the Bones and Joints 


ORTHOPEDIC SURGERY 


W. A. BISHOP, Jr., M.D., F.A.C.S. ALVIN L. SWENSON, M.D., F.A.C.S. 
RAY FIFE, M.D. SIDNEY L. STOVALL, M.D., F.A.C.S. 
Diplomates of the American Board of Orthopedic Surgery 


1313 North Second Street Phone Alpine 8-1586 
Phoenix, Arizona 

















PATHOLOGY 


This is to announce that tissues for diagnosis are accepted by the following 
physicians who practice in Arizona, are not exclusively governmentally employed, 
and are qualified as pathologic anatomists: 


J. D. BARGER, M.D. LOUIS HIRSCH, M.D. 
Good Samaritan Hospital 718 N. Country Club 
1033 E. McDowell Rd. Tucson, Arizona 
Phosniz, Arizona MAURICE ROSENTHAL, M.D. 
RALPH H. FULLER, M.D. Memorial Hospital 
St. Mary’s Hospital Phoenix, Arizona 
Ta, Seaete LOREL A. STAPLEY, M.D. 
GEORGE O. HARTMAN, M.D. Park Central Medical Bldg. 
1608 N. Norton Avenue 550 W. Thomas Road — 101 Patio A 
Tucson, Arizona Phoenix, Arizona 


O. O. WILLIAMS, M.D. 
Park Central Medical Bldg. 
550 W. Thomas Road — 101 Patio A 
Phoenix, Arizona 











RADIOTHERAPY & ONCOLOGY 
A. L. LINDBERG, M.D. U. V. PORTMANN, M.D. 


(Diplomates of American Board of Radiology) 


THERAPEUTIC RADIOLOGY AND TUMOR PATHOLOGY 
TUCSON TUMOR CLINIC 


721 N. 4th Avenue Tucson, Arizona 
Phone 3-2531 






































LOIS GRUNOW MEMORIAL CLINIC 


McDOWELL AT TENTH STREET PHOENIX, ARIZONA 


GENERAL SURGERY 
H. G. Williams, M.D., F.A.C.S. 
David C. James, M.D. 


INTERNAL MEDICINE 
Hilton J. McKeown, M.D., F.A.C.P. 
C. Selby Mills, M.D., F.A.C.P. 
S. Kent Conner, M.D. 
Thomas A. Edwards, M.D. 
John F. Westfall, M.D. 


ORTHOPEDIC SURGERY 
James Lytton-Smith, M.D., F.A.C.S. 
Ronald S. Haines, M.D., F.A.C:S. 
John E. Ricker, M.D. 
Stanford F. Hartman, M.D. 
Edward W. McLoone, M.D. 
Warren A. Colton, Jr., M.D. 


PEDIATRICS 
Robert W. Ripley, M.D. 
Roger F. White, M.D. 


UROLOGY 
M. L. Day, M.D., F.A.C.S. 


OBSTETRICS and GYNECOLOGY 
Clarence B. Warrenburg, M.D. 





OPHTHALMOLOGY ANESTHESIOLOGY 
Robert D. Smith, M.D. Paul S. Causey, M.D. 
OTOLARYNGOLOGY Audrey G. Urry, M.D. 
D. E. Brinkerhoff, M.D., F.A.C.S. Mahlon D. Prickett, M.D. 
V. A. Dunham, Jr., M.D. Ernest H. Watts, M.D. 


Raymond H. Weaver, M.D. 


NEUROSURGERY 
John A. Eisenbeiss, M FA. CS. Frederick E. Beckert, M.D. 
NEUROPSYCHIATRY George F. Busch, D.D.S. 
Frank L. Dunn, M.D. Henry A. Wilky, D.D.S. 


LABORATORIES 


Director—Thomas A. Hartgraves, M.D., F.A.C.R. 
Associate Radiologist—-Don E. Matthiesen, M.D. 
Associate Pathologist—O. O. Williams, M.D., F.A.C.P. 
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PABLUM 
CEREALS 


TOMMY started on Pablum 
Rice Cereal at the age of 2 
months. He likes its smooth 
texture (all Pablum Cereals 
are smooth). Pablum Cereals 
give him plenty of iron— 

% oz. supplies 4.2 mg.— 

to help prevent iron 
deficiency anemia. 


MARY LOU likes Pablum 
Oatmeal. Since she has been 
eating Pablum Cereals her 
growing appetite is 

satisfied longer. 


Pablum Rice Cereal 
Pablum Barley Cereal 
Pablum Oatmeal 
Pablum Mixed Cereal 


BARBARA~—like other children 
—enjoys all four Pablum ® 
Cereals. Each variety tempts 

her awakening taste buds. 
Pablum Cereals are scientifically 
packaged to insure freshness. 
The ‘Handi-Pour’ spout is an 
extra convenience for 

busy mothers. 


dls 


DIVISION OF MEAD JOHNSON & COMPANY 
EVANSVILLE, INDIANA, U.S.A. 





